


f the 
Royal 


or 
he 
to 
88 
Iz 
er 


. 
~ 


Balan 


ve CR MRO RA 








THE MEDICAL JOURNAL OF AUSTRALIA 





Vou. IIl.—44TrH Year 


SYDNEY, SATURDAY, NOVEMBER 16, 1957 


No. 20 








Table of Contents. 





[The Whole of the Literary Matter in THE MEDICAL JOURNAL OF AUSTRALIA is Copyright.] 





ORIGINAL ARTICLES— Page 
Community Care of Mental [Illmess in North 
America. Some Observations and Recommenda- 


tio by J. E. Cawte 
Illness "in Twins: III, Cholelithiasis, by R. K. Doig 716 
The Physical Medicine Department in Hospital 
Service, by Leigh T. Wedlick*.» . 718 
Aspects of Rehabilitation, by Rodney Ian Moyers 720 
Skin Cancers, by David L. Dey a 
Cancer of the Skin, by Colin © Hambly oh ieee tee TB 


REPORTS OF CASES— 
Agranulocytosis during Mepazine Therapy, by M. 
Drake and N. K. Honey 726 
Agranulocytosis following ‘Administration ‘of Chlor- 


promazine and “Pacatal’’: Report ot a Case. 
by Frank L, Johnson eke 727 
REVIEWsS— 
Uses of Epidemiology Sta a tance ha ee 
Introduction to Clinical Endocrinology Rae EE i 
Atomic Radiation and Life ikea eee og ( 
Extensile Exposure... kote to “eca> beelatt See: ater 
Christopher’s Minor Surgery ick gigxissar N's 4 fe Ree 
Qccupational Diseases of the Skin ere! ine gmk Aer 730 
Trophoblastic. Growths .. Se tied OSS he 
Orthopedic poureery in Infancy and Childhood Prag © i 
Foot Trou ; eee, I 
Medicine for’ ‘Nurses . Sail Agile eis ae: eae 
Fluid Balance in- Surgical Practice fat silences. (ai ae 
The New Public Health . DRT IT 
BOOKS RECEIVED Pe ds eller St gh A iat ag eae ea a 732 
LEADING ARTICLES— eS 
The “De Motu Cordis” of William Harvey .. .. 738 
CURRENT COMMENT— 
The Use and Abuse of Steroid Therapy acorn he 
Mortality from Infectious Disease 1384 


Exhibition of Photographs by Barly New ‘South 


Wales Medical Men .. 735 
A Resin Complex for Prolonged Antitussive Biffects 786 
First Steps Towards a Genetic Chemistry 735 


ABSTRACTS FROM MEDICAL LITERATURE— —_ 
Physical Medicine,and 2 gaan igeeiaeall a Pa ke 
Neurology and Psychiatry aA: ice a: {litan. ice oa te 

BRUSH UP YOUR MEDICINE— 

The Early Diagnosis of Strabismus .. .. .. .. 738 
BRITISH MEDICAL ASSOCIATION— 

New South Wales Branch: Scientific .. .. .. .. 739 
Oe a a i ee oS. kk. oy SAE 
CORRESPONDENCE— 

Medical Shock: Emergency Treatment .. .. .. 741 

The British National Health Service .. .. .. .. 741 

Fluoride and Dental Caries .. .. .. «2 «+ eo» 742 
MEDICAL SOCIETIES— 

Laennec Society (Western Australian Division) .. 743 


POST-GRADUATE WORK— 
The Post-Graduate Committee in Medicine in the 


University of Sydney “Y ‘ 743 
DISEASES NOTIFIED IN EACH STATE AND TERRI- 
OMT (OP. -AWOMMAIAA? 0 iike hee td ce Ks ee TS 
CONGRESSES— 
International Society of Hematology .. .. .. .. 748 
PUBLIC HEALTH— 
Police Offences (Amendment) Act, 1908, as 
Amended, of New South Wales .. .. .. .. 744 
NOMINATIONS AND ELECTIONS ce Jaa ome rain Ole 
THE ROYAL AUSTRALASIAN COLPESGE OF 
PHYSICIANS— : 
Examination for Membership ‘di, deb -4hiln 2 ek owen 
DEATHS ew PR ev ee fad “asc 5 fah aite FS vies ge wc Xa 
DIARY FOR THE MONTH .... ‘ »« 744 


MEDICAL APPOINTMENTS: IMPORTANT NOTICE .. 744 


EDITORIAL NOTICES Peg Oe ee eC ik 





COMMUNITY CARE OF MENTAL ILLNESS IN NORTH 
AMERICA. SOME OBSERVATIONS AND 


RECOMMENDATIONS? 





By J. E. Cawrte, 


Deputy Superintendent, Enfield Receiving House, Adelaide; 
International Fellow of the Commonwealth Fund, New 
York; Honorary Tutor in Clinical Psychiatry, 
University of Adelaide. 





Tue psychiatrist who visits North America is soon struck 
by the psychiatric sophistication of the people. It is a 
country where the expression “maladjusted” is part of the 
vernacular, and “she’s sick” means “she’s behaving unrea- 
listically” or “she’s neurotic’, and where there is wide- 
spread recognition of the role of emotional factors in 
producing symptoms. Despite - the “sophistication — or 
because of it—the American is just as perplexed about 
the role of the mental hospital as anybodyelse. The mental 
hospital is no longer regarded as being§automatically the 
only place for the care of mental illn but the m 1 
illness-mental hospital stereotype whith Dorothea . 
popularized does not die easily. There has be overdose 
of Dorothea Dix. Huge mental hospitals have built, 
despite the lack of money left over to support them 
properly. 


1From Boston Psychopathic Hospital, Massachusetts, U.S.A. 





It is interesting to speculate what would have happened 
if this stereotype —of mopping up mental patients from 
gaols, almshouses, society, and wringing them out into 
giant asylums erected specially out in the country —had 
not been sold to the legislature by the persistent Boston 
spinster Dorothea Dix, and gratefully accepted by a public 
anxious to have no part in the problem. Probably, less 
militant humanitarians would have evolved local schemes 
for the care of the mentally ill. There might have arisen 
a variety of procedures in the.place of the’ blanket pro- 
cedure which was adopted. Some of these schemes would 
have been cruel, but not more so than the mental hospital 
became, and more susceptible of reform because less hidden 
from view. 


The fact that America is now experimenting with 
the methods of patient-care which belong to history is 
not necessarily « compliment to modern knowledge of 
what to do with mental patients. These methods are being 
promoted by financial considerations. North America has 
to check the mental hospital habit of its culture to remain 
solvent. The public is constantly reminded that over half 
of the country’s total hospital beds are now occupied by 
mental patients; that one out of 10 persons will spend some 
time in a mental hospital. For the fiscal year ending 1956, 
the state of New York spent 40% ofits budget on mental 
iisess. These are hair-raising considerations for the 

oid. 


The taxpayer has been handed a dilemma. He is being 
educated to the belief that, as a humane American, he can 
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no longer tolerate conditions as they are in mental hos- 
Pitals. But he already has plenty of public demands on his 
money, and he wonders if he can afford to raise these 
hospitals to the standard required by modern medicine, let 
alone to enlarge them sufficiently for the flood of humanity 
headed in their direction. 


Whereas the Dorothea Dix school proposed the method of 
building a colossal dam to accommodate this river of 
patients, other solutions must now be investigated — those 
of rechannelling part of the river further upstream, by 
other engineering devices. The more important of these 
redistributing devices, as I.saw them, are (i) family care 
schemes, (ii) registered nursing homes, (iii) the small 
regional hospital, (iv) the psychiatric service of the 
general hospital, (v) the day hospital, (vi) parent groups 
for the retarded, (vii) private psychiatric practice, (viii) 
private hospitals, (ix) domiciliary psychiatry, (x) out- 
patient (child and adult) clinics, (xi) community mental 
health centres. ~- 


I do not mean to imply that there is a. widespread 
acceptance in North America of these devices; nowhere 
are they collectively employed. The American public —- 
and the American psychiatrist —are still fascinated by 
the possibilities of therapy within the hospital. For 
example, if a mental hospital succeeds in lowering its 
population, this is usually interpreted to the public (and 
the legislature) by the Director of Mental Health as the 
result of more intensiye therapy. Yet, on scrutiny of such 


happy events, I usually discovered that there had been a. 


recent change in discharge policy or admission policy, 
associated with the lowering in population of the hospital. 


No one doubts that patients in mental hospitals deserve 
the utmost in improved socialization, occupation, recreation 
and treatments. But it seems to me that until the dis- 
tributing systems listed above are developed in order to 
relieve the strain on the hospitals, these improvements will 
always be spread thinlyeover too many patients. It is 
disappointing to see promulgated half-truths about dis- 
charge rates, which by increasing the public’s satisfaction 
with their mental hospitals add to the momentum of the 
latter, to the detriment of experiment with the ancillary 
systems. 


Other cultures, in Europe and elsewhere, possess a few 
of the devices which will now be described, already “built- 
in” to a considerable extent. But the Americans (and 
those whose cultures in these respects resemble them, such 
as the Australians) are not-so fortunate. Organized effort 
has to be made to establish them. Further effort is needed 
to ensure that standards are continually maintained. If 
these efforts fail, the taxpayer. should console himself as 
best he can under a burden of taxation brought about by his 
habit of retaining in expensive hospitals the vast numbers 
who do not specially need to be in expensive hospitals, and 
who are not benefiting from being there. 


I may now summarize some impressions of these 
schemes, as I saw them in North America. 


Family Care. 


The State-conducted family care programme exists in its 
most intensive form in New York, Maryland and California, 
but even in these States its full exploitation has barely 
begun. It has little in common with the classical type of 
family care, such as that given by the townsfolk of Gheel, 
in Belgium. It is a plan for the care and treatment of 
patients who have received any: benefits which the hospital 
may have to offer, and have thén. been relegated to the 
back wards, or “continued treatment” wards as they are 
euphemistically called. Some of these patients have homes 
which are now closed to them, or which are too grossly 
unsuitable as a milieu. The family care programme places 
such patients in selected private homes, in the hope that 
they will receive the benefits of community living in a 
protected and supervised setting. The scheme is helped 
by the present period of full employment and prosperity. 

During my stay in California I was curious to find out 
what sort of homes undertook the family care of mental 
patients and what sort of care they provided. Most of the 
family care homes I visited were in the rural areas, but 
some were in the urban areas such as Sacramento and San 


Francisco. I had expected to find homes which, beneath a 
veneer of philanthropy, were interested in cheap labour 
or housekeeping. Again, there might be homes with 
neurotic ideas of mental illness, perhaps cultivating funda- 
mentalist religions, looking for the chance of inflicting their 
neurosis. on the patients. TAY 
I saw none of these sorts of homes. In the early days 
of the programme there had been some such, according to 
my social worker informant, but today there is so brisk a 
* flow of applications for family care patients (the ingenuity 
and perseverance of the Bureau of Social Work is res- 
ponsible for this cooperation in the community) that only 
one in 10 applications needs to be accepted. The variety 
of sensible, genuine homes enables patients to be placed 
with greater accuracy in the aim of giving them the 
experience of being part of a family. For some of the 
patients I talked with, this is a big step towards self- 
sufficiency. For others with more severe illness, it provides 
the satisfaction of living in a home, in place of the ennui 
and deterioration which accompany. Ja vie en masse of an 
institution. : 


More than a thousand patients at present on the books of 
Californian mental hospitals are cared for in this way. 
The scheme is not cheap. Including the costs of main- 
taining the patient and providing the necessary supervision 
by the Bureau of Social Work, the cost per patient is about 
the same as if he had remained in the hospital. The 
compelling economic argument (if one is needed) is capital 
outlay. Here are a thousand patients for whom beds would 
have to be found in hospitals if the scheme was dis- 
continued. The thought would make any legislator hesitate, 
even in wealthy California. } 

A mental hospital may be likened to a man who brushes 
his teeth but for some. reason is reluctant to open his 
bowels; admission units are usually polished, but move- 
ment barely stirs in the back wards. Despite the 
obligation to pass the back-wards patients on to the 
community when possible, the cost and effort required to 
overcome inertia are often too great. Too many factors 
are weighted in favour of maintaining the institutionalizion 
of the patient, even apart from his initial illness. The 
patient grows away from his family —if he was ever near 
it. There is the procedural inertia of a large programme in 
a larger hospital. There is the inevitable staff shortage. 
There is the public fear that mental patients are ipso facto 
dangerous and ought to be locked up. There is the-difficulty 
experienced by most recently discharged patients of staying 
that way, when confronted by the problems of finding home, 
employment and enjoyment. It is the aim of family care 
to stimulate some of the necessary movement. This is a 
curious innovation for what must be one of the most 
ancient procedures in the history of mental illness. 


Family care programmes, in fact most of the programmes 
discussed here, need well-trained social service personnel 
for vigorous operation. Most of the States have found 
that social service personnel cannot be hired out of the 
blue, any more than psychiatrists. Staff has to be trained 
at home, in a social work school affiliated with a university 
and a psychiatric teaching hospital, by teachers of sufficient 
stature to attract*students. There is no other way. One 
does not get something for nothing, despite eternal beliefs 
to the contrary. } 


Family care has dangers and limitations, and the 
psychiatrist may sometimes curb the zeal of the social 


‘ worker. Patients must not be entered who would disrupt 


family life. Over-enthusiastic home-finding is as bad as 
heedless hospitalization. And we do not aim for the 
situation in which the countryman, questioned about the 
farming of the region, can reply that the farmers keep 
cows, pigs and mental patients. 


Registered Nursing Homes. 


The nursing home can be a_ satisfactory resort for 
mentally ill* patients — particularly of the chronic brain 
syndrome group — when properly supervised. But here we 
refer, not to the occasional nursing home, which may be 
good or bad, but to schemes whereby numbers of nursing 
homes are fostered by the State, for the care of mental 
patients. The proprietors are paid a fee by the government 
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for looking after the patients, and are subject to official 
standards, inspection and licensing. Such schemes usually 
operate on a slightly more custodial plane than the thera- 
peutic family care system just described, and usually deal 
with boarders who are not actually on the books of the 
mental hospital. 

I found a good example of such a scheme in Topeka, 
Kansas. In this sedate mid-western State, there is a 
reasonable supply of middle-aged couples with town houses 
or farm houses, willing to set up as nursing home pro- 
prietors. Some of them take as many as eight boarders, 
and some fancy themselves as hospitals and cater for a 
bed patient or two. 


An imaginative part of .he Topeka scheme is the “pro- 
prietors’ workshop”, whereby the proprietors must spend 
one week of each year at Topeka State (Mental) Hospital. 
observing the hospital staff caring for the senile patients. 
This workshop began as a voluntary programme, but was 
poorly attended, so that the licensing regulations for 
nursing homes now stipulate that proprietors attend once 
a year, in order to have their licences renewed. 


Surprised at this coercion, I questioned some of the 
elderly landladies who, clad in their various versions of a 
nurses’ uniform, were compulsorily attending Topeka State 
Hospital for their “workshop”. Most said that their feelings 
of resentment had been changed as they observed and 
assisted the nurses caring for the senile patients. Three- 
quarters of their day was spent in attending demon- 
strations from staff members such as. the dietitian, 
occupational therapist, nurse, psychiatrist, psychologist, 
chaplain, volunteer services head, adjunciive therapist, 
psychotherapist and fire marshal. One of them, I remember, 
was particularly enthusiastic about the physiotherapist, 
and was keen to get home and try some massage on her 
boarders, who had a‘lot of “arthritis”. 


But this was not in the least ludicrous; it was part of 
the vital satisfaction which simple people in the “wheat 
State” were getting and giving in their nursing homes, 
and of their desire to lay on healing hands. Some of the 
proprietors actually earmarked senile patients whom they 
met in the hospital to take home with them, satisfied that 
they would be easier to manage than some of the boarders 
they already had: It was clear that one effect of the 
workshop — administered under duress or not—was in 
correcting, by familiarization, the customary misunder- 
standings regarding mental hospitals and mental illness. 


I wondered if many of the young psychiatrists at Topeka 
State Hospital truly appreciated the importance of the 
scheme to their economy. The admission practice of this 
hospital was unique in insisting that advance information 
be secured on each prospective patient, except for emer- 
gencies. This information (comprising the medical, 
psychiatric and social case work-up) was examined each 
morning at an admission committee meeting. If it was 
considered by the committee that a patient should be 
manageable in a nursing home, he was not admitted to 
hospital, regardless of whether he had been committed by 
the courts of Kansas. At one meeting which I attended, 
four cases of chronic brain syndrome, including one with 
a history of alcoholism, were handled in this way. It 
seemed as though they had been spirited away. 


Enthusiastically, I studied the laws of the Social Welfare 
Department of to see how it was done, but found 
no specific mention of it therein. However, I meanly kept 
the practice in mind whenever I heard, as I frequently did, 
of the figures for the discharge rate at Topeka State 
Hospital. The population of this hospital had spectacularly 
dropped from 1800 to 1400 over the last five years, during 
which the numbers for other hospitals had risen by nearly 
the same degree. 


The Small Regional Hospital. 


Reports coming from Canada indicate that the Province 
of Saskatchewan is taking the lead in opposing the trend 
towards larger: and still larger mental hospitals. Sas- 
katchewan’s plan is to distribute the patients of the 
Province’s two large mental hospitals into about eight 
small regional hospitals situated close to general: medical 


arb ss. 


facilities. The plauners see a number of advantages, as 
follows: 

1. The presence of patients close to their homes and 
communities, rather than at points far removed, should 
assist rehabilitation and decrease the likelihood of 
readmission to hospital by carrying treatment measures 
into the community. 

2. The regional hospital will encourage the identification 
of psychiatric patients as medical patients, rather than as 
special problems requiring segregation at some distance 
from communities and from medical facilities. 

3. There is a great advantage to be gained for training, 
research and service by having the psychiatric hospital 
close to the general medical facilities whenever possible 
— not only for the psychiatric hospital, but also for the 
medical centre. 

4. Greater flexibility and accessibility of services in 
relation to population growth and movement are possible 
with decentralization and the development of smaller 
regional hospitals. 

The Saskatchewan plan was stimulated primarily by the 
need to serve a population diffused over this large Province. 
But there is no reason why the small regional hospital 
principle should not apply equally in a city. And when one 
says “city”, one does not mean a metropolis like New York 
City, where the mental hospitals are apt to contain more 
than 10,000 patients, arranged in tiers. Here the vertical 


way of life is so strong that mental hospitals out in the 
woods of Long Island loom like Manhattan skyscrapers. 


Many psychiatrists believe that if we can reduce the size 
of hospitals, we have taken the first step in a task which 
needs dedicated effort — bridging the gulf between hospital 
and home. ' 

Denmark determined that 400 patients was the maximum 
permissible size for a mental hospital. Most American 
administrators whom I asked agreed that this was the 
highest number for which administrative genius could 
provide satisfactory care; an administrator cannot be 
expected to be closely associated with 1000 patients, though 
he is responsible for them. Even the hospital dog cannot 
be associated with this number of patients. 


The WHO Expert Committee on Mental Health (1952) 
suggests 250 to 400 patient hospitals. This would foster 
groups rather than crowds of patients. This committee also 
holds that the greatest financial economy is attained in 
hospitals with facilities for 250 to 400 patients. 


The American mental hospital administrators are, of 
course, aware of all this revolutionary thinking, but few 
plans are being made, apart from the Saskatchewan plan 
cited, toward this goal. The fact that the present fortresses 
have been inherited seems to mean that they must be 
perpetuated; and expanded from time to time. In several 
recent books on mental health administration (Stevenson, 
1956; Ewalt, 1956; Linn, 1955), the recommended size for 
a mental hospital is placed at over 1000. This is the “fatal 
compromise” abhorred by Dr. Harry C. Solomon, current 
president of the American Psychiatric Association. 


Meanwhile, the “400 club” is languishing for lack of 
financial members. 


Psychiatric Services in the General Hospital. 


There is an impressive trend in the United States for 
general hospitals to become general hospitals in fact as 
well as in name. About 25% of the general hospitals have 
a psychiatric in-patient service; of the 163,000 beds 
involved in this 25%, there are 23,000 beds for psychiatric 
patients. This proportion, one in eight, is a usual one in 
the individual hospitals taking psychiatric patients. 


Administrators trained in the traditions of general 
hospitals naturally do not find it easy to digest the idea 
of mental patients officially and openly treated. There are 
planning difficulties. The area of treatment for these 
patients is not the “bed”. Psychiatric patients use a bed 
mainly to sleep in, like the rest of us. Their area of treat- 
ment is, as Dr. Ewen Cameron of Montreal points out, any 
place where interpersonal relations go on — the cafeteria, 
the nurses’ and doctors’ offices, the occupational therapy 
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room, the recreational hall and, of course, the social service 
domain of home and job. Hence treatment facilities require 
a heavy initial outlay for 20 or 30 patients, to provide this 
treatment area. Then, many administrators of psychiatric 
services in the general hospitals plan to lock up all the 
patients. This form of restraint is simpler than estab- 
lishing the patient group’s own responsibility for its 
restraint, by techniques fostering group cohesiveness and 
expectation. I saw some hospitals using the latter prin- 
ciples successfully, but they were the superior minority. 
Still more rarely..a hospital, such as the Massachusetts 
Mental Health Institate (formerly the Boston Psychopathic 
Hospital), was found to be experimenting with an open 
door policy even on the disturbed wards — in this instance, 
for a couple of hours a day, between 2 p.m. and 4 p.m. The 
latter hospital is several blocks away from its associated 
general hospital of Harvard Medical School, the Peter Bent 
Brigham Hospital. More usually at the medical schools, 
the psychiatric service is on the same grounds, but in a 
separate pavilion; such is the Henry Phipps Clinic at the 
Johns Hopkins Hospital, where I lived for some months. 
When the psychiatric unit is under the same roof, it is 
usually a small but excellent one —as, for example, the 
third floor of the Denver (Colorado) General Hospital — 
and an accepted part of the hospital, rather than an 
irritating foreign body. ~° 


Some of the most modern hospitals are apt to have an 
abject group of outhouses on one side, containing the 
psychiatric services. Such is the beautiful National Naval 
Medical Center at Bethesda, Maryland, cradled by park- 
land and golf-course. Most administrators agreed that 
noise was not the reason for’the isolation; a surgical unit 
is more restless and disturbed these days than a psychiatric 
unit, and an obstetrics wing is incomparably more vocal. 
Nevertheless, I frequently found this “emperor and clown” 
arrangement of hospital and psychiatric pavilion. 


It is, of course, better than an emperor without a clown. 
The number of psychiatric patients treated in general 
hospitals is small; the greatest advantage lies in the sphere 
of public relations... Doctor, nurse, medical student and 
public are being reminded of psychiatry as a field of 
medicine. In view of the power of the mental mechanism 
of identification as a determinant of future careers, it is 
encouraging that the medical student is having the chance 
to hear the psychiatrist’s contribution to staff conferences. 
For this reason, most of the psychiatric specialists are 
coming from the larger schools, such as Johns Hopkins, 
Cornell, Yale and Harvard, where the psychiatrists are 
publicly visible. 


_ The Day Hospital. 


The day hospital was initiated in its present form in 
1946 by the Allan Memorial Institute of Psychiatry in 
Montreal, where it has been found that nearly every form 
of psychiatric therapy can be given effectively in this 
setting. The advantage of having patients attend from 
9 am. to 5 p.m. (Sundays excepted) lies not merely in 
the daily saving of two meals, a bed and a couple of shifts 
of night nurses, substantial as this may be. For some 
patients there is value in the continuing contact with the 
family; with other patients the danger of the retreat into 
hospital, with its accompanying regression, can be avoided. 


Patients attending a ‘day hospital obviously have less 
supervision than those living at a day and night hospital, 
so that the staff has to concentrate on developing the ties 
which bind a new patient to the patient-group, in order to 
develop group responsibility. In view of this necessity, 
it might be argued that the most suitable patients would 
be those apt to enter readily into the group activities. 
Yet I vividly recall one young schizophrenic man attending 
a day hospital in Boston. Every treatment had been tried 
except time. So  mistrustful was he that in the doctor’s 
office he became alarmed and could not converse coherently, 
although some sort of rapport could be established in the 
hospital occupational therapy shop with others present. 
He was of course not employable, and was being kept 
afloat by the day hospital. while his psychosis abated. 


The indications for the use of the day hospital are not 
generally known. There is no agreement whether or not 


it should be associated with a day-and-night psychiatric 
hospital. It will not be enough for the day hospital to be 
a sort of baby-sitting agency for harmless psychotics who 
are able to navigate to it on the public transport system; 
its operation is too expensive for this. To justify itself, 
it has to treat successfully a variety of serious illnesses. 


Patients in Montreal accept the day hospital surprisingly 
well; but the demand for its services, as indicated by the 
waiting list, is low compared to the demand for the day- 
and-night hospital. This is partly because the health 
insurance companies, such as Blue Cross, do not cover it 
in their policies. Hence the day hospital is handicapped 
before its starts, because paradoxical’, it is not a saving 
for the patient, although the fee is about half that of the 
day-and-night hospital. Under these circumstances, the 
group of referring dectors is not wholeheartedly interested 
either. Whether this is also because the doctors find it 
less troublesome to have their patients in the day-and-night 
hospital or at home with the aid of tranquillizing medi- 
cation was hard-to-determine. 


These difficulties in Montreal, which has more experience 
in this type of care than other centres, show that the 
day hospital is still struggling for acceptance. Its growth 
will inevitably be hampered by our traditional thinking 
about hospitals;. but enough leading centres in America 
and England are initiating day hospitals to indicate that 
they will play a part.in the medical care of the future. 


Parent Groups for the Retarded. 


One of the Interesting features of the State of California 
is its recent population increase, mostly by migration from 
the East. Water supply remains the crucial problem in this 
relatively arid area, and the expansion of population has 
also created difficulties for the public services, including 
hospitals. 


Meanwhile, the combination of a deficit in hospital 
services with a prosperous community has stimulated the 
growth of a new, attitude to mental retardation. If this 
attitude prospers and matures, it is probable that the need 
to supply hospital and school services for the retarded will 
be much less than had been anticipated. 


The relationship between the four big groups involved 
in mental retardation—parents, education, medicine and 
State government—can be illustrated by the answers which 


California gave me to the following questions: 


Q:: What changes are being made in the care of the 
mentally retarded in California? 


A.: The shift of responsibility from the State insti- 
tution to the community is perhaps the most important. 


Q.: How is this being achieved? 


A.: By the development of local groups of interested 
persons, chiefly the parents of retarded children. 


Q.: What responsibilities do these parent groups 
undertake? : 


A.: Their aim is to provide home care, backed by 
community resources’ such as cooperative nursery 
schools, sheltered workshops, diagnosis, parent edu- 
cation, provision for vacation relief and temporary care 
—all at the con ity level. 


Q.: What is the responsibility of the Mental Hygiene 
Department? ; 

A.: As California sees it, the Mental Hygiene Depart- 
ment’s_ responsibility is to provide hospital facilities for 
the 10% of the mentally retarded who are severely 
affected, and may at some time need care in hospital. 
For the other 90%, the parent groups take first 
responsibility in assessing the needs and providing for 
them. Theyxmay appeal to the Government to help 
provide contipuity;for their programmes once they have 


Started them: -- 

4 @@.: What is the division of responsibility between the 
Mental Hygiene Department and the Education Depart- 
ment?, s6- 
so) Ast This» 4s a touchy problem here, as everywhere. 
Both departments are equally in need of more and 
better staff and buildings. The old concept that 
defectives. with an I.Q. less than 50 belong to the Mental 
Hygiene Department has been abandoned. Edu- 
cationalists are naturally reluctant to devote specially 
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trained teachers to classes for retarded children, which 
need to be one-third the size of classes for normal 
children. The developing parent groups are exerting a 
lot of pressure on the Education Department. Schools 
which are at their wits’ end to stimulate the interest 
of parents of normal children are being inundated with 
the interest of the vocal and often critical parents of 
retarded children. These parent groups have provided 

~ the schools’ with ancillary services such as speech 
therapists, equipment and transportation. 

I studied the activities of a number of these parent 
groups in the San Francisco area. As an example, there is 
the Parents’ Association for Retarded Children of San 
Mateo County (PARC). PARC has a “crib-care” foster 
home, licensed to care for a maximum of five non- 
ambulatory children on a short-term basis. It has a 
cooperative nursery school, in session five mornings a week, 
under the direction of a hired teacher, helped by the 
mothers, one mother per morning in rotation. It operates 
special schools in conjunction with the School department. 
It has workshop and recreation facilities. It sets up 
classes for parents, in which a psychologist leads dis- 
cussions and answers questions of the parents’ choosing. 


These are examples of community resources which make 
it possible for the parent to care for the retarded individual 
at home during the crucial, but.often most difficult, 
formative years, when he should be exposed to as many 
family advantages as possible. R 

These parent groups are mainly post-war developments. 
It was the big waiting lists for State homes which forced 
parents into taking some action themselves, because the 
waiting period was often up to two years. The waiting lists 
are much smaller now; for example, Sonoma State Home, 
50 miles north of San Francisco, had a waiting list of 2000 
a few years ago, but now has one of 500. The waiting list 
stimulated parents to group together to devise local com- 
munity activities to ease their problem. Some parents, who 
had reluctantly placed their child on the waiting list, 
decided that they would continue to look after it if adequate 
community resources existed to help them. The attempt to 
provide these resources was ‘the main-spring of their 
activities. And the parent groups proved satisfactory to 
the parents in unexpected ways. For example, guilt and 
dejection are lightened by sharing the solution of the 
problem. Although the waiting list is diminishing as hos- 
pital building gets under way, the number of parent groups 
is increasing. 


The Mental Hygiene Department has to be careful how 
it offers its help. The parents do not want to be handed a 
cut-and-dried programme and be told to participate. To 
avoid officiousness, an able psychiatric social worker was 
appointed in 1951 to conduct an “Information Center for 
Parents of Retarded Children”. Her chief function was 
that of consultant to the developing parent groups, by 
advising, at initial meetings, how they could set about 
achieving their aims. 


This “Information Center” in San Francisco was so 
effective that it is being duplicated elsewhere in the U.S.A. 


The Increase in Private Practice. 


It appeared to me that the inéreasing number of 
psychiatrists in private practice pérmits more patients to 
be treated extramurally. Psychiatrists in private practice 
are less apt to publish papers on the nature of their work 
than are their hospital colleagues, and one can only sur- 
mise that they keep more patients out of hospital than they 
refer into hospital. I was fortunate in seeing something of 
the private practice of a few well-known psychiatrists, such 
as Dr. Leo Alexander of Boston. 


The number of psychiatrists in private practice in the 
U.S.A. increased rapidly after the#'war, even  dispro- 
portionately to the trend of medical graduates towards the 
specialties. Dr. Wendell Muncie of Baltimore (author of 
the excellent text of Meyerian psychiatry now being sup- 
planted by the psychodynamic texts of today), told me 
that this was the result of enforced exposure to psychiatric 
practice in the armed services. Many doctors exposed in 
this way entered psychiatric residencies afterwards. The 
number of psychiatrists “recruited” is again declining, 


although the compulsory two-year doctors’ draft contributes 
to it. 


It will be a long time before Americans can “evaluate” 
that individual with whom their drawing-room humour is 
80 preoccupied—the private psychiatrist and psychoanalyst. 
Dr. Muncie is one of the very few authors who discusses 
the nature of private psychiatric practice. 


Private Hospitals. 


Only a few of the private psychiatric institutions which 
I visited make available to private psychiatrists facilities 
for treating their own patients directly. These hospitals 
were moderately priced (approximately 13 dollars per day, 
as compared with average costs of 20 dollars per day for 
the average general hospital, and three dollars per day for 
the average public mental hospital). 


The remainder of the private psychiatric hospitals tend 
to cater for patients likely to remain in hospital for a long 
period. The predominant approach is psychotherapeutic, 
and some of these hospitals are justly famous for their 
research. But, as may be expected from today’s operating 
costs, they are not accessible to people of average income 
for prolonged treatment. 


Health insurance is being increasingly taken out by 
Americans. There is brisk competition between insurance 
companies for this market. The policies give little assis- 
tance for psychiatric illnesses; two weeks of hospital, with a 
total of five electrocorvulsive treatments, is often the most 
provided. However, some companies are offering increased 
coverage to certain groups; for example, a “prolonged 
illness contract” is available to large groups of young 
people. Under this contract, up to 20 electroconvulsive 
or 60 insulin treatments are. financially covered; this is 
often adequate for the treatment of an acute psychosis 
in a young person. College students may be protected by 
their college health schemes to the-extent of 1500 dollars. 


But these are the fortunate few. Insurance by private 
companies, which -is acceptable to the American mores, Will 
expand much further before appreciably relieving the strain 
on the desperately -overtaxed facilities of the public mental 
hospitals. 


A few public mental hospitals, by virtue of voluntary 
admission regulations, qualify for financial aid from local 
government to the same extent as the general hospitals. 
One then finds the anomaly of lower and middle class 
patients getting on a pro-rata scale the best in psychiatric 
therapy, usually available only to the wealthy. Dr. Miller’s 
“Hillside Hospital”, near Brooklyn, New York, is such an 
institution. A visit here leaves no doubt that a public 
mental hospital, given funds equal to those of a general 
hospital, can produce equally good results. . 


Domiciliary Psychiatry. 


Whereas the day hospital is a hospital without beds, 
domiciliary psychiatry takes the concept a step further by 
establishing a hospital withoutra building. This notion is 
still very much a novelty in the U.S.A., which is awaiting 
the experience of some European countries, notably 
Holland, in the treatment of acute psychiatric disorders in 
the home. A few plans for action are being laid. For 
example, the legislature in one New England State has 
been petitioned for funds to employ a domiciliary treatment 
team, which will probably consist of a couple of peripatetic 
psychiatrists and social workers working with the district 
nurse and the patients’ relatives. 


Halfway Houses. 


The use of agencies designed to assist the rehabilitation 
of the patient by providing a type of living intermediate 
between the. hospital and the home is also in an experi- 
mental phase in the U.S.A. The experiments are few in 
number so far. Typically these “halfway houses” are not 
under direct medical supervision. Sometimes they are 
merged ‘with the family care scheme of the State. Their 
non-medical design is intended to foster an emotional 
climate of health rather than of sickness, as a preparation 
for further emancipation from medical dependence. 
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There are many practical difficulties to be overcome, not 
the least of which pertains to that profound mystery, 
public relations. One halfway house I knew had to be 
closed because of pressure from neighbours, who expressed 
alarm at the late hours and noisy habits of some of the 
occupants. On the other hand, a halfway house in the same 
city, for women, is running smoothly, tenanted by a number 
of patients who would otherwise have been convalescing 
in the hospital. 


Out-Patient Psychiatric and Child Guidance Clinics. 


Clinics for yr ie separate from the hospitals, are 
often the best nced and staffed of all-tlfe out-patient 
services. Called “child guidance clinics” because of the 
appeal inherent in the name, they are to a large extent 
parent guidance clinics, where the gamut of adult dis- 
turbance is revealed. The American public is highly 
sophisticated in this respect. Where people of other 
cultures might regard disturbed behaviour in a child as 
“badness”, the Americans are aware of the role of the 
parent in determining the child’s behaviour—so aware 
that much guilt and uncertainty is engendered. Guidance 
texts by psychiatrists with a talent for popular exposition 
of the subject, such as Benjamin Spock, outsell the other 
paper-backs in the drug-stores. 


In addition, the State-conducted schools and hospitals 
for “exceptional children” have out-patient clinics, staffed 
by psychologists and social workers, who bear the brunt 
of the work in the absence of psychiatrists. Teamwork— 
the team consisting of psychiatrist, psychologist and 
psychiatric social worker—was instituted as a principle 
of child psychiatry 25 years ago in America. Dr. Caplan, 
Professor of Psychiatry at the Harvard School of. Public 
Health, pointed out to me how “teamwork” has become a 
slogan, of which one is automatically suspicious. In 
Norway, this slogan is pursued to the extreme that teams, 
but not individuals; are allowed to practise child 
psychiatry, by law. Dr. Caplan saw no sense in this; often 
an individual, investigating and treating, can be more 
effective than a team. -And in the U.S.A. there is an ever- 
— danger of overspecialization, both expensive and 
inefficient. 


Some adult psychiatric out-patient departments con- 
centrate on group therapy for continued treatment. This 
is a logical corollary of the view that neurosis is a disorder 
of interpersonal onsitips. At Johns Hopkins Hospital, 
groups are conducted. in.the evenings to suit the con- 
venience of working’ Baltimore residents. Groups of five 
to eight patients meet at 8 p.m., for one and a half hours, 
led by resident psychiatrists of the hospital. As I watched 
the progress of these patients, I realized that evening 
group therapy was an effective-way of extending the range 
of an out-patient clinic. However, one envisages a shortage 
of evening group therapists in less enthusiastic centres. 
At the Johns Hopkins Hospital the interest in this kind 
of therapy derives from Dr. Jerome Frank, who was early 
associated with the field theorist Kurt Lewin. (Many 
Australians will remembef’ Dr. Frank serving in Australia 
with the armed forces during World War II). 


There is a prejudice, in the dynamically orientated 
teaching hospitals, against the use of electroconvulsive 
therapy on out-patients, which contrasts strangely with 
the British attitude. Most, though by no means all, out- 
patient clinics insist that it is essentially a hospital treat- 
ment. This policy has the effect that individuals with 
depressive illnesses have to enter mental hospital to get 
the treatment. This they are naturally reluctant to do, so 
that the treatment does not become available unless the 
condition becomes very severe or the patient has to be 
legally. committed. ~ 


Two specific types of adult out-patient clinics should be 


described here, in view of their relevance to the theme of - 


redistributing mental illnesses. 


The first is the clinic reserved for ex-patients of the 
psychiatric hospital. The protagonists of a separate clinic 
for. this class of patient rightly maintain that an “old” 
patient usually competes unfavourably with a “new” 
patient, in an unrestricted ( 


‘true. With this ‘ni 


He gets an “old crock” attitude in place of the. fresh 
interest helpful for rehabilitation. I felt some sympathy 
with this restricted arrangement. 


The second type of out-patient clinic which should be 
mentioned is the field clinic developed by the armed 
services, involving as it does the change in outlook of 
modern military psychiatry. During three wars, military 
medicine forgot, and painfully relearned, the principles of 
combat psychiatry. These principles are three in number, 
and may be summarized as follows: (1) “Decentralization”, 
or treatment of combat fatigue away from the 
hospital. ‘Men who: were treated as close to the front line 
as possible, and who retained their identification with their 


- group, showed a ‘higher recovery rate. (ii) “Expectation” 


‘of an early return to duty, promoted by removing the 
hospital setting; equipment and uniformed personnel, 
which are suggestive of physical illness. (iii) “Psychiatric 
first aid”, based on brief rest and the provision of comforts 
with avoidance of ‘complicated methods of treatment. 


After the Kerean campaign, the task became to 
determine the extent to which these principles could be 
adapted to the needs of the peacetime army. The army 
evolved a consistent policy of emphasis on out-patient care, 
using psychiatrists working at the Division level. Corres- 
ponding with this, there was a sharp fall in the number 
of servicemen one excused-from-duty or hospital status. 
One function of the*divisional psychiatrist is to forestall 
the admission to hospital of patients who experience shows 
do not benefit from admission. 


‘I spent a couple of months in uniform with the United 
States armed services, examining their psychiatric 


. facilities, and from what I saw, I could not help sharing 


their enthusiasm about the efficacy of the new policies. 


The Community Mental Health Centre. 


The community mental health centre, as its name 
implies, is situated in the suburbs or community which it 
serves. Its costs are borne by the community, often with 
matching funds from the State government. Its main 
functions are clinical service and consultation: 


The clinical service differs from that of the ordinary 
psychiatric out-patient clinic by reason of its closer 
relationship to the community. It aims to ‘serve indi- 
viduals or families who become involved in a crisis of any 
sort; hence its intentions are prevention, as much as 
performance of traditional out-patient treatment. To do 
this, its enlists the cooperation of doctors, school-teachers, 
clergy ahd-social workers—the referring professions, whose 
work brings them info contact with family crises. Main- 
taining good relationship with these “crisis” professions is 


.part of the clinical service’s job, and meetings of the pro- 


fessional people concerned are frequently held to resolve 
differences in outlook and to enlist and nourish interest. 


The clinical service is not given free, but at a low cost, 
scaled to the income of the clients. 


The second function, consultation, takes place outside 
the community clinic building. Consultations are requested 
by public health officials, schools, courts, well-baby clinics 
and social agencies, The bulk of the work is in the schools, 
where teachers help in managing problem children. 
Mental health in school is a going concern in America. 
There has been a shift in interest from the attainments 
and intelligence of school-children to their social 
behaviour. As a result of the work of Wickman in 1928, 
there has been wide recognition of the influence of the 
teacher’s attitude on such problems as ‘truancy, dis- 
obedierice and orderliness. For example, it was realized 
that a child was not necessarily well because he made no 
trouble in the om, and that the reverse might be 
ding, which seems commonplace 
todaYi.came the necessity for providing the teacher with 
some in recognizing and handling day-to-day 
emotional problems in his charges, 


This training is offered by the community mental health 
centre. The focus of the consultation is the child and his 
problem; but the attitude of the teacher is so much 
involved here that a consultation regarding a child can 
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merge into therapy for the teacher. Here I envisaged 
immense difficulty. The teacher is not asking for therapy, 
any more than the consultant is in a position to undertake 
the responsibilities of therapy. As I watehed Dr. Gerald 
Caplan, an English analyst living in Boston, at his work 
of training school mental health consultants—for the most 
part social workers, nurses and psychologists—I became 
eveh more aware of the- danger inherent in a consultant’s 
confusing the two. It is plain that a community centre 
cannot be set up without highly skilled ang for the 
consultants employed. 


The pioneer of modern community mental hygiene 
centres in the U.S.A. is. the Wellesley “Human Relations 
Service” headed by Dr. Erich Lindemann. I studied the 
operation of “H.R.S.” at Wellesley, a steadily growing 
upper-class residential suburb of” Boston. The project 
began in 1949, financed by a private foundation; but by 
1953 the residents undertook the financing of both the 
clinical and consultation services: A, fésearch section is 
still financed privately, and is collecting sociological 
observations, including facts on the epidemiology of 
neurosis in Wellesley. In a field where claims about the 
incidence of neurosis in general medical practice vary from 
10% to 90%, such fact-finding is somewhat overdue. 


Community clinics, without Wellesféy’s research func- 
tion, are sprouting in several States.»New York legislation 
provides matching funds to communities for this purpose. 
Dr, Walter Rapaport, Commissioner of Mental Hygiene in 
California, told me that he hoped to set up a community 
clinic in any population of 50,000 people where the people 
were prepared to give one dollar per head annually for it. 
These funds will _be matched by the State. 


Setting up a community clinic is not simple. I watched 
a couple of them in the throes of design and launching. 
The cooperation of at least four groups—one might almost 
call them factions—is required: (i) the mental hygiene 
department of the State, (ii) the association for mental 
health (voluntary) of the area, (iii) the clinical personnel, 
(iv) the local citizens. Different interests are represented, 
and the individuals concerned are apt to have a sense of 
mission amounting to a bee in their bonnet, so that I was 
not surprised to find cooperation. achieved with the 
greatest difficulty. 


There are objections to community hygiene centres more 
serious than difficulties in establishing them. For one 
thing, nobody knows what a commmage tty clinic can accom- 
plish. One feels that a mental health programme can fall 
into a trap of trying to set right the universe, of practising 
what the Americans, with their gift for coining a phrase, 
call Madison Avenue psychiatry, after the centre of the 
advertising industry. There is danger for psychiatry if 
the need for slowness in change is under-estimated. 


Another serious stumbling block for the community 
mental hygiene centre concerns trained staff. I estimated 
that if New York State was to secure staff for all the 
community clinics to which it is entifled, it would absorb 
all the psychiatrists at present p g in America. The 
alternative—hiring improperly tfm@ined staff—would be 
worse than nothing.’ To sum up, it seems to me that the 
widespread use of community mental hygiene centres is 
ab initio impossible. 


Yet the Americans continue to ask for them. They hope 
that the community clinics will disseminate good infor- 
mation on child-rearing and mental health, and that this 
will be a protection against the influences of increasingly 
disrupted. families, tough money- racial intolerance, 
neurosis, addiction and the existenee of the preferred 
“successful” American personality, deplored = bycmmany 
educated Americans. There is a touching paradox in this 
situation, the unravelling of which I gratéfully leave to 
somebody capable of bringing to it greater objectivity and 
perception. We might remind ourselves as Australians— 
before we feel smug about the Americans’ predicament— 
how far we have already travelled towards their way of 
life ourselves. 


Conclusion. 


These siete describing the alternatives to Dorothea Dix’s 
offering, the great mental hospital, were not written in a 
spirit of disparagement of that institution. On the con- 
trary, they were written in the belief that the mental 
hospital can become a more valuable social institution 
only when its population is limited to those whom it helps 
and relieved of those whom it harms. The corollary of this 
belief.is that there are many patients who, still requiring 
some organized supervision, do better away from the 
mental hospital. 

Neither are. these comments madé With the object of 
disparaging institutions of a country in which I was a 
guest for more than a year. My one reason for writing is 
that Australian problems and American problems have 
much in common; the differences may be largely a matter 
of a couple of decades. 


I do not feel sanguine about the possibility of these 
alternatives being rapidly developed in the U.S.A., despite 
the beginnings which I have described. These beginnings 
do not loom too largely in the thinking of many of the 
administrators, who are naturally preoccupied with 
clinical and milieu problems: within their hospital. 


In addition, the public has become so _ thoroughly 
accustomed to using the mental mechanisms of denial and 
isolation in relation to’ mental patients that it cannot 
readily change its ideas. Ultimately the enormous expense 
of maintaining these large fortresses in the country in a 
satisfactory condition will enforce a change in public 
attitude. 

Meanwhile the onus of educating the public, the medical 
profession and the legislators is falling largely on the 
social work profession. Hospital psychiatry has yet to 
recognize the existence of these tools which would lighten 
its work, and even ‘now is realizing its indispensable 
alliance with social science»«&-little progress is being 
made. There has *been an increasing invasion of the U.S. 
mental hospitals — and mental**health . theory — by 
sociologists. Some of the philanthropic bodies with which 
the U.S.A. is blessed are promoting’ interest and financing 
the basic research on these topics. In some States there 
is a vigorous bureau of social work doing its best to ensure 
that patients absorbed into society stay there, under satis- 
factory conditions. There is remarkable general concern 
over the abuse of the mental” hospitals in this great, 
generous and troubled country. .» om 
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ILLNESS IN TWINS: III. CHOLELITHIASIS? 





By R. K. Doig. 
From the Walter and Eliza Hall Institute of Medical 
Research and the Royal Melbourne Hospital, 
: Melbourne. 





Various theories have been advanced concerning the 
etiology of gall-stones. Reports of cholelithiasis in 
identical twins (Tesler, 1946; Kennard, 1955; Laurens, 
1955) may well lead to the conclusion that there is a 
genetic factor. Dixon and Owen (1952) reported a high 
incidence in three families, and concluded that there must 
be an hereditary factor. Such studies actually serve little 
purpose, since the cases are reported because of the con- 
cordance or high incidence... The following case reports 
refer to 12 sets of twins from a sample of 116 pairs, both 
of whom have been seen. The difficulties and limitations 
of twin studies in a general hospital have been discussed 
in a previous paper (Doig and Pitman, 1957). Further data 
including data on siblings are given in Table I. Another 
difficulty exists in the study of cholelithiasis. It is a 
disease which does not always reveal its presence, and 
the absence of clinical signs or symptoms is not certain 
evidence that stones are not present. We have not been 
able to make cholecystographic examinations on the co- 
twins, and the results are given with this proviso. 


Reports of Cases. 


Case I.—The patient, a man, aged 45 years, gave a history 
of indigestion during the depression years and of attacks of 
biliary colic for several years. At operation the gall-bladder 
was small and fibrous, the cystic duct was dilated, and the 
common bile duct was dilated and thick-walled. All ducts 
contained stones. 

His co-twin, a man, had had several attacks of severe 
upper abdominal pain at the age of 40 years. At operation 
he was found to have a chronic empyema of the gall-bladder, 
and gall-stones. He had been well since. 


The physical appearance and blood groups of these twins 
were similar. 


Case II.—The patient was a man, aged 70 years, who had 
had diabetes for 10 months before his admission to hospital. 
Attacks of colic and jaundice had led to the performance of 
a cholecystectomy. He became ill again, and laparotomy 
revealed cirrhosis and ascites. He became worse, was found 
to have a liver abscess, and died. Post-mortem examination 
also revealed a pancreatic calculus and atrophy of the 
pancreas, 


His male co-twin was admitted to hospital with severe 
colic one month after the death of the index twin. At 
operation the findings were strikingly similar (the same 
surgeon performed both operations). The co-twin had had 
mild symptoms of indigestion for four years. 


The physical appearance of these twins was very similar, 
and both were of blood group A, Rh-negative. Their father 
died at the age of 90 years less a fortnight, and had not 





2Work done with the aid of a grant from the Nuffield 
Foundation. 





suffered from indigestion. -By three marriages he had had 
12 children and at least 15 grandchildren. No others among 
these, who are all into middle age, have had. gall-stones. 


Case 11I—A female patient, aged 23 years, was admitted 
to hospital with jaundice. At operation chronic cholecystitis 
and cholelithiasis were found, with a stone in the common 
bile duct. 

Her female co-twin’ had no history of indigestion. Both 
twins have had their appendix removed. 

The physical appearance and blood groups of these twins 
are similar. Both are able to taste phenylthiocarbamide. 


Cass IV.—The patient was a woman, aged 69 years, who 
had undergone a cholecystectomy for recurrent biliary colic 
at the age of 66 years. She was admitted to hospital because 
of further colic, and a stone was removed from the common 
bile duct. She had a. past history of appendicectomy. Her 
female co-twin had no history of colic, jaundice or indi- 
gestion; nor had she had her appendix removed. 

The physical appearance and blood groups of these twins 
were similar. : 

Case V.—A male patient, aged 51 years, was admitted to 
hospital with pain and jaundice due to a stone in the 


common bile duct. He had undergone cholecystectomy for 
chronic cholecystitis and cholelithiasis 16 months before, 


His male co-twin had some indigestion, not typical of 


biliary disease. 


The physical appearance and blood groups of these twins 
were different. 


Case VI.—A female patient, aged 58 years, was admitted 
to hospital with symptoms arising from hiatus hernia. She 
had undergone cholecystectomy for biliary colic two years 
previously. 

Her female co-twin gave a history of cholecystectomy 12 
years earlier. ; 

These twins were of different physical appearance. 


Case VII.—A female patient, aged 42 years, was admitted 
to hospital with metropathia hemorrhagica. Her gall-bladder 
had been removed four years. earlier. 

Her female co-twin had no evidence of cholelithiasis. 

These twins differ in physical appearance and in the 
Lewis blood group. 

Case VIII.—A female patient, aged 50 years, was admitted 
to hospital with uterine prolapse. She had a past history of 
cholecystectomy at the age of 43 years because of biliary 
colic. Moderate liver damage was found at the time of 
operation. 

Her female co-twin had no 
cholelithiasis. 

These twins have different blood groups. 


Cass IX.—A female patient, aged 61 years, was admitted 
to hospital with a short history of indigestion and jaundice. 
At operation chronic cholecystitis .and cholelithiasis were 
found. : 


Her female co-twin had no symptoms of cholelithiasis. 


The physical appearance, Rh group and ability to taste 
phenylthiocarbamide differ in these twins. 


Case X—A male patient, aged 52 years, had a reticulo- 
sarcoma (Case VIII: of Doig, 1957).. The gall-bladder was 
normal at post-mortem examination. 

His female co-twin ‘had a history of repeated colic and 
jaundice till the gall-bladder was removed at the age of 52 
years. ; 

Casp XI.—A female patient, aged 37 years, had pain in the 
right upper quadrant of the abdomen and fever. The final 
diagnosis was acute cholecystitis. - 

Her male co-twin had had intermittent diarrhea for ‘10 
years after his discharge from the Army. He had indigestion, 
but no ulcer was seen on radiological examination. 

Case XII.—A female patient, aged 48 years, was admitted 
to hospital with cas@iac failure due to rheumatic heart 
disease with mitral stenosis. Cholecystectomy had been 
performed 18. months. earlier. 

Her male ¢9-twin suffered from tuberculosis and was still 
under treatment. He had no cholelithiasis. 


history suggestive of 


Discussion. 
This unselected sample of twins with gall-stones provides 
two cases of concordance in identical male twins, but 
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TABLE I. 
Cholelithiasis in Twins. 
Index. Twin. Co-Twin. 
Bl Blood 
Nember (x ) ovulesity 4) Sex A t Gonent A oo iy Marital 
.| (Years. p ‘ ge a 4 ge a ntent. a 
Admission whies (Milli- which (Milli- Status 
Diagnosis. Cholecyst- Children, | Sex. | Cholecyst-| grammes and Family. 
ectomy per 100 ectomy per 100 | Children. 
erformed Cubic Performed.| Cubic 
(Years.) Centi- (Years.) Centi- 
metres.) metres.) 
I 45 M. M. | Biliary colic. 45 100 2 M. 40 175 2 8 brothers, 3 sisters ; 
mother, cholecyst- 
er ectomy age 70. 
Il 70 M. M, | Liver abscess. 70 —_ 8 M 70 a 3 3 —— 8 sisters, 
-brother, 3 
half: sisters. 

It 23 M. EF. Colic; jaundice. 23 180 1 F oe 150 2 1 sister. 

IV 69 M. F. Recurrent colic. 56 205 3 F _ 200 2 5 brothers, 1 sister ; 
1 brother has gall- 
bladder disease. 

Vv 51 D. M. | Recurrent colic. 50 185 5 M. — 205 0 9 brothers, 2 sisters ; 
1 brother has gall- 
stones. 

VI 58 D. F. Hiatus hernia. 56 220 3 B. 46 — 7 4 brothers, 2 sisters. 

vil 42 D. F Metropathia 38 230 2 FE. — 135 3 2 brothers, 5 sisters 
: ; hannorrhagicn. (2 siblings died in 
infancy). 

Vill 50 D. F Uterine prolapse. 43 a 4 F. —_ — s* 4 brothers, 5 sisters ; 
mother died after 
gall-stone opera- 
tion ; sister, 
cholecystectomy ; 
brother and sister, 
colic. 

Ix 61 D F. Biliary colic. 61 275 5 F — 235 2 2 brothers, 3 sisters ; 

: daughter of index 
twin has gall- 
stones. 

x 52 D. M. | Reticulosarcoma. —_ 150 0 F. 52 240 2 1 brother. 

xi 37 D. F. | Acute cholecystitis. —- 190 2 M. — a 3 1 brother, 1 sister, 

xi 48 D. F. | Rheumatic heart 47 135 5 M. ~- 220 6 5 brothers, 3 sisters. 

disease. 









































1M, monozygous; D, dizygous. °%S, single. 


discordance in two identical female twins. This may truly 
represent a difference in etiology between the sexes, as is 
borne out in the survey in Birmingham (Horn, 1956), or it 
may be only a chance difference. In their Danish series, 
Harvald and Hauge (1956) found 101 cases of gall-stones 
in those of 1900 twin pairs surviving to the age of 40 years. 
Concordance in monozygous twins Spoarres in seven of 18 
pairs, and in same-sexed dizygous tw in three of 37 pairs. 
These are minimum figures—that is, gall-stones may be 
present but asymptomatic, or the symptoms may not have 
led to admission to hospital or to operation, so that no 
evidence of illness was available.to the authors. Both 
these studies have only small numbers, and the Danish 
authors did not show the results for male and female pairs 
separately. These two unselected twin studies fail to con- 
firm the report on selected twin or family studies that 
genetic factors are crucial in the development of gall-stones. 
That there is a familial trend is supported by the definite 
or suggestive history of cholelithiasis in.two mothers, 
three brothers, and two sisters of the patients of the 
present series, The few estimations of serum cholesterol 
content do not support the simplest hypothesis that gall- 
stones are related to the cholesterol level in the blood. 
The relation to diet has been suggested as of importance; 
but no data on this point were available regarding these 
patients. 

eatin Summary. re 
’ From two unselected series of twins, cholelithiasis was 
present in one or both of 113 pairs. Concordance was 


demonstrated in nine of 23 identical pairs and in four of 
42 fraternal pairs of the same sex. In the smaller series 
reported in this paper, the two male identical pairs were 
concordant and the two female identical pairs were dis- 
cordant, The lack of finality as regards genetic factors in 
cholelithiasis and the deceptive nature of single or selected 
twin or family reports have been discussed. A twin-family 
study using greater numbers could define the familial 
situation more precisely. The study of cholelithiasis is 
rendered more difficult by the existence of asymptomatic 
gall-stones. 
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THE PHYSICAL MEDICINE DEPARTMENT 
IN HOSPITAL SERVICE.! 





By Lerexn T. Wepticr, 
<Pagsisien in Oharge, Department of Physical Medicine, 
Royal Melbourne Hospital, Melbourne. 





Exrertence gained during a recent overseas tour has convinced 
me that the time is opportune to take stock of physical medicine 
in this country. This involves consideration of what has been 
achieved, of how we compare by overseas standards, and of 
future lines of development, 


In this country thirty years ago, physical therapy in large 
hospitals was carried out by masseurs in the e massage department. 
The treatment was ordered by the referring doctor ; the details of 
treatment were usually left to the massage staff; and in many 
cases there was little or no direct medical supervision of the 
actual work carried out within the department. 


As the range of available physical modalities increased, it was 
found that massage per se gradually formed a diminishing part 
of the work of the department ; and so it was that the department 
came to be called the physiotherapy department, and the 
masseurs became physiotherapists. The range of treatment 
carried out now comprised not only massage, but the following 
as well: exercises designed to increase joint range or muscle 
power ; the use of reeducation to retrain muscles and to enable 
healthy muscles to be so developed that they may take over 
some of the functions of permanently damaged muscles; the 
use of electrical currents to stimulate muscle and nerve; the 
use of various forms of heat, including diathermy and short-wave 
therapy for deep heating. Splinting came to be used, not only to 
rest inflamed joints, but to prevent and correct deformity, and 
the value of manipulation began to be appreciated. 


With the greatly increased scope and complexity of therapeutic 
measures, it became evident that it was desirable for such a 
department to be placed under direct medical supervision. In 
this young country it was natural that in many cases such 
supervision was not obtainable ; in other cases it became natural 
for the orthopedic surgeon to assume this responsibility, because 
he was well aware of the value of physical therapy in his field. 
This, however, can be regarded only as a stop-gap ; it is obviously 
difficult for the busy orthopedist to supervise actively the work 
in such a department. Moreover, in recent years it is becoming 
increasingly evident that orthopedic cases form only part of 
the work of such a department. Physical therapy now invades 
the treatment field in genera] medicine and surgery, and nearly 
all the specialties, apart ftom playing a considerable part in the 


treatment of rheumatism and arthritis. 


It has long been reco overseas, and is becoming realized 
in this country, that it is desirable for such medical supervision 
to be exercised by a specialist in the field—+.e., by a medical man 
trained not only in the techniques, but with a broad appreciation 
of the place of physical treatment in the general management 
of patients. Even now, such supervision by a specialist is 
carried out at only a few.centres in this country, usually on a 
part-time honorary basis, with an average of two half-day sessions 
a week, This practice is bound to extend in this country as it 
has done overseas, as more trained men become available, and as 
hospital management comes to realize the advantages of such 
an arrangement—not only in efficiency, but also in economy. 
Time and again it has been proved that in the absence of such 
supervision the department tends to become a Cinderella—a 
dumping ground for ‘‘ chronic” patients, with treatment 
carried on needlessly for months and even years. It is precisely 
this state of affairs that provides justification for the most 
potent and pertinent criticism levelled against a physiotherapy 
department. 

What are the advantages of such supervision, and what are the 
duties of the physician in charge ? 

1. He should himself examine all new patients, sina his own 
diagnosis, decide whether treatment is warranted, and if so, 


accurately prescribe the details of such treatment. In other 
words, he should bridge the gap between the doctor and the 


physiotherapist—a gap which I regard as a vital one, not only . 


in hospital but in private practice. The doctor cannot always be 





1 Read at the annual meeting of the Australian Association of 
P ee and Rehabilitation, Melbourne, November 13 
an ; a 


expected to be au fait with the technicalities of physical therapy, 
nor with their scope or limitations. On the other hand, it is 
often not realized that the physiotherapist is a highly trained 
technician, not a doctor. She is not trained in diagnosis, she is 
not always able to decide on the best form of treatment ; she 
often has difficulty in deciding when treatment: should be 
altered or terminated ; and inevitably she is limited in placing 
physical therapy in its proper perspective in. general medical 
and surgical treatment, 


2. All patients should be regularly reviewed, to decide whether 
treatment should be continued, altered or terminated, 
whether other medical or surgical measures should be considered. 


3. Constant supervision is necessary to see that accurate 
records are kept of progress, and to avoid at all costs the giving of 
unnecessary treatment—the latter being not only uneconomical, 
but actually bad for the patient. This close supervision may be 

regarded as ‘* hack wor ;_it is a time-consuming job, and 
perhaps # thankless one ; but it is of vital importance in ensuring 
that the best is got out of the department, and it is the method 
followed in the most-efficient overseas clinics. When it is 
realized that, at the hospital to which I am attached (600 beds), 
in the last year 3665 out-patients were referred, being given a 
total of 49,441 treatments, it may be realized what is involved. 
Time has precluded our examining in-patients, except when this 
has been specifically requested or when problems have arisen ; 
but in this group treatment is more clear cut, and is carried out by 
reer +e gp cages our staff, who can refer to us when 
in dou 


4. The physician in charge acts as a liaison between the 
department and the medical staff, assists in consultation, and 
can often help, not only in management, but in diagnosis of 
locomotor disease. 


5. Not least important is the teaching aspect—teaching of 
physiotherapists, occupational therapists, medical students, and 
doctors. The greatest lack in this country is in the two last- 
mentioned categories. We all know that the medical curriculum 
is crowded—we have heard this for years ; but surely it is time 
that place was found in the curriculum for a branch of medicine 
which is responsible for at least part of the treatment of 10% of 
all out-patients seen at a modern general teaching hospital. 
Such training is carried out, on @ very small seale, at only two 
centres in this country ; it is time that such training should be 
extended in order to come into line, not only with our own views, 
but with current practice overseas. In the United States of 
America over 50% of medical schools now conduct such training, 
and the number is steadily increasing. How much longer are 
we going to permit the young medical graduate (in some centres 
at least) to remain ignorant, not only of the technicalities, but 
even of the potentialities, of a method of treatment which has 
become so accepted by modern teaching hospitals that it is now 
applied to 10% of.all out-patients and a sine higher proportion 
of in-patients? This surely warrants serious consideration by 
all those interested in mediond education. 


At this stage of our development we cannot expect to find 
highly organized post-graduate training—not until there is 
further expansion in our field, not only in scope, but in the 
numbers employed; but the time is surely coming. Our 
activities in this direction consist mainly of participation in 
meetings and congresses, and in lecturing and writing ; certainly 
we could do more than we are doing at present, and I am sure we 
are well aware; not of what has been done, but of what has been 
left undone. 


Eleven years ago nine of us were present at the inaugural 
meeting of the Australian Association of Physical Medicine ; 
our membership has grown to 40, and now embraces 
rehabilitation. The Exami Board in England has 

recognized our training for the preliminary part of the Diploma in 
Physical Medicine ; and one young doctor has already completed 
nine months’ training here, and is now overseas, where he has 
completed Part I and is shortly to sit for Part IT. 


In recent years the imereased use of modern methods of electro- 
diagnosis, the increased use of injection therapy (‘‘ Novocain ” 
and hydrocortone), the development of consultative functions 
and the development of rehabilitation have further increased the 
scope of the-physiotherapy department and emphasized its 
medical functions, quite apart from therapeutic techniques. The 
en. aang hastherefore become known overseas as the 

hysical medicine, rehabilitation being sh a if 
pony ly included in the title. This change of name 
Siventig: Wan tor be ataaghedl ae Shiscondeten amet beomeee 
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incumbent upon us to see that we live up to this change in title 
and status. We are anxious that this change in name should be 
accompanied by the assumption of responsibilities which 
justify such a change; we are, in fact, anxious that the 
dopartanent of physioal medicine should really live upto ite name 
in the full sense of the 
eee pra is at the crossroads; we 
tre aeons ath back—we poor stand still. It therefore 
becomes of vital importance to see how we compare with the 
Te aera overseas. 
best departments function extremely well as 
caprvsed phys therapy this much we do well. We do it 
snl sonparm wth say iopartoont ihe wold” i 
can com an ent in the wor'! 
apes ta:sea- piyeteel indindon at re eet gary io 
Electro methods have advanced, and our development 
of the use of i temo curves (Wedlieks, 1958 a and 6) is well 
up to overseas stan This method of electro-diagnosis in 
lower motor neuron lesions has roved invaluable in diagnosis 
and and is the method fh all modern overseas 
centres. It must, and should, extend to every department in 
this country. It may be objected that these tests are not 
perfect ; st, and is bes boon doveloped over many yours. "Ts is, 
not perfect, been over many years is, 
however, a tremendous advance from the old galvanic-faradic 
test, which is now obsolete ; but it is not yet fully realized that 
the results depend on the man ‘andriot on the machine, 
Considerable experience is necessary, not only for technique, but 
for interpretation; and the average doctor does not yet 
appreciate that the average physiotherapist cannot report 
reliably on electro-diagnosis. e best results can be obtained 
only by 4 medical man with ‘special experience in this field, 
where the perso: mal factor looms large. 
Electrom; y is one field we have not really explored in 
One we should consider. It is fraught with 
many difficulties ; machines are not yet standardized, and the 
interpretat: ivocal ; nevertheless 
it does often yield valuable information. It is being employed 
more and more overseas, and the time has arrived when no 
modern teaching hospital can afford to be without it. Whether 
it is carried out in the neurology department or in the department 
of physical medicine is a moot point; it varies with local 
circumstances, but it is clear that for the best results it must 
be correlated and combined with modern electronic methods 
of testing, such as the use of intensity-time curves. 
Apart from electromyography, there is one field in which we are 
falling behind overseas pint dang and that is the field of 


in recent years, is almost untouched in this country. It is true 
that there are a few—a very few—relabilitation centres under 
Government control by the ent of Social Services, and 
some work in this field is carried out at repatriation hospitals. 
Fens: Bee doing splendid pioneering work ; but much more is 

we need many more centres and an extension of their 
present limited acope. 


The ou difference in overseas ents is in the 


considerable usé nana ae pp therapy (not only for in-patients 
but for out-patients) and in the development of a full 
rehabilitation programme. 


Let us be clear that rehabilitation is not new—we have all 





departments have become progressively bogged down in 
attempting to meet ever-increasing commitments with a 
minimum of resources. It has become more and more difficult 
to meet our present commitments ; much less can we consider 
extension of our activities as we should. We all appreciate the 
difficult position that faces hospital managements, and I for one 
fully sympathize with them; but if this position continues 
much longer, the result is inevitablé—our departments will 
steadily fall further behind overseas standards. 


What is the _ position overseas? A hospital of comparable 
size to the Royal Melbourne Hospital would have a department 
of physical medicine incorporating a section of occupational 
therapy; the available space and staff would be about three 
times our own. A smal! hospital like St. George’s Hospital in 
London, with 300 beds, has a staff of 15 physiotherapists. 
The London Hospital, with 700 beds, has more than three times 
our space; it has a staff of 25 full-time physiotherapists. It is 
true that this department combines physical medicine with 
rheumatology but even so the disparity is great, and the medical 
staffiing is, of course, considerable. (This combination of 
physical medicine with rheumatology I do not regard as ideal, 
even though it may at times be a reasonable expedient ; and 
while it occurs commonly in Great Britain and Scandinavia, it 
is not the practice in the United States of America.) 


It is clear, therefore, that compared with similar hospitals 
overseas, our physical medicine departments in this country are 
starved in space, equipment and staff. If we are to keep pace 
with overseas developments, consideration must be given to the 
following points: 

1. An increase in space, equipment and staff is necessary in 
order to meet our present commitments. 


2. The use of intensity-time curves should be developed at all 
centres, even though interpretation may be difficult without 
specialized medical assistance. The galvanic-faradic test is 
obsolete. 


3. A further increase in space, equipment and staff is necessary 
for further extension of our aétivities. Such extension should 
proceed along the following lines: (a) development of 
electromyography, in close association with other methods 
of elec osis; (b) extension of occupational therapy, 
and development of rehabilitation. This must occur in close 
liaison with the department of physical medicine, and overseas it 
is common practice for this work to be carried out within the 
department itself. Occupational therapy, rehabilitation and 
physical medicine must go along together ; there is no room for 
dichotomy here. 

It is a matter of opinion how far a general hospital should go 
into the field of rehabilitation, if only on the grounds of space 
and economics ; it is quite certain we should go much further 
than we do at present. Many of our hospitals have a smal! 
occupational therapy section which serves in-patients, 
particularly psychiatric and long-term hospital patients. This 
could well be extended, brought into close association with 
physical medicine and combined with psychological assessment, 
vocational guidance, almoner service and job placement to 
provide better rehabilitation for in-patients. The provision of 
rehabilitation for out-patients is no small matter. It envisages 
considerable extension in space, equipment and staff, and it 
becomes @ matter of policy whether this should be provided at 
the hospital itself or at a suitable annexe near by. However, it is 
not & t or expensive project to provide a “ mock-up’ 
kitchen and home-aid devices for the crippled, and this would be 
@ boon to many patients. In considering the extension of 
occupational therapy to out-patients, it must be pointed out that 
this will not double-bank with physical therapy ; it will, in fact, 
lighten the load on the latter section, and many patients can be 
rehabilitated more quickly and efficiently with the aid of 
occupational therapy than with physical therapy alone. 

Up to this stage the problem would seem to be only one of 
finance—more space, equipment and staff. This at least is a 
simple problem; but have left till last the most difficult 
problem of all. This is the question of medical staffing. It isa 
problem that cannot be solved quickly ; the solution lies only in 
forward planning, and this necessitates serious consideration. 
It is, moreover, a problem peculiar to this country. 

In this country the 0. bai medicine specialist attends 
hospital on a part-time honorary basis—usually two half-day 
sessions @ week. His time is already fully occupied, and can be 
stretched no further. How, then, can he take on further 
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svailable.  () He he should? There are only two methods 
available. (i) He may give up a of his routine 
duties—e.g. examinat pcueren A agen nine ere pa cree 
decide to examine ones portale patients. This is far from ideal ; 
I have seen the ill effects of this in certain overseas hospitals. It 
means & reversion back to the unsupervised department— 
poor records, no accurate prescription of treatment, @ poor 
review of progress and the giving of unnecessary treatment. I 
feel strongly that the results of this must be disastrous, and my 
overseas colleagues are in complete t with this view. It 
just does not seem eee ogi in a busy general hospital for every 
referring doctor to able to prescribe or supervise treatment. 
The one possible exception is in orthopedic cases, in which the 
condition and the requisite physical therapy are more clear cut, 
and in which there is close supervision of progress. Even here, 
however, something may be lost. (ii) Since he is unable to 
devote much more time in an honorary capacity, the physical 
medicine specialist must have medical assistance. This is the 
method followed overseas, even though in such cases the physician 
in charge is almost invariably on @ half-time or full-time paid 
appointment. At this stage of our progress, the provision of 
such assistance is extremely difficult, for the following reasons. 
(a) A short-term eat is of little help. (b) Since the 
opportunities for private practice in physical medicine are 
extremely limited, not only in this country, but also overseas, 
it is difficult to obtain clinical assistants in an honorary capacity. 
(c) Overseas it is common to employ one or more full-time paid 
registrars who, after being trained, can be available for paid 
posts as specialists in hospital departments. So far there are 
no such paid hospital appointments available, and until such 
posts become available (and this is only a question of time), it 
will be difficult to obtain such unless the salary is 
high. It is abundantly clear overseas that physical medicine is 
developing as institutional practice, with hospital departments 
run by half-time or full-time paid specialists who have paid 
medical assistance, 

I am perhaps reactionary; I am deeply attached to the 
honorary system with which I have grown up ; but it is quite 
clear that the time has now @rrived when the department of 
physical medicine can no longer be run efficiently by a part-time 
bngiagr physician—certainly not without considerable help. 

The department has become too busy; the scope of the work 
has become too great. I believe that the writing is on the wall— 
sooner or later we must follow overseas practice. The physician 
in charge must become a full-time paid appointee; or, if he 
continues on the present part-time honorary basis, he will 
need paid half-time or fall-time medical assistants. 

This is the problem as I see it—it merits serious consideration 
by all hospital authorities,»and by all those interested, not 
merely in their own future, but in the future of the specialty, 
and in the young men who will follow on and in their future. 

Physical medicine in this country is at the cross roads—we are 
beginning to slip back. Either we move forwards, or we fall 
further behind. Unless the load is lightened we must fall 
back. When I think of leading departments overseas, with 
ample space, ample equipment and—even more important— 
ample ancillary staff and ample medical staff, I am only amazed 
that, we have stayed in the race 60 long. 
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ASPECTS OF REHABILITATION.! 





By Ropyey Ian Meyers, 
Sydney. 





Tae aspects of rehabilitation which I wish to discuss are 
historical, educational and professional, 
Historical Survey. 
_ If you think back to thé time when you first heard the word 
* rehabilitation " used in its modefn sense, you will agree that 
the specialty is relatively young. 


‘Read at the annual meeting Of the Section of 
Bere attation (iritieh Medieat Asencintion); Melbourne, 





Medicine and 
18 and 14, 


The specialty has been known officially as that of physical 
medicine and rehabilitation in the United States of America 
since 1949 and in Australia since 1955; in Britain it has been 
known as that of physical medicine since about 1950. 

Its early protagonists were clinicians who brought to their 
general medical and surgical practice a knowledge of physio- 
therapy—a subject embracing various forms heating. of 
massage and of exercise, or more properly, the applied physiology 
and applied anatomy of muscles and related parts. Note that 
the clinician was already treating the whole man, but was 


spplyng. f° his management certain specialized skills and 


In this necessarily very limited glance through the history of 
the specialty, it should be recalled that the entity ‘ physical 
medicine ’’ had its roots in an amorphous mass of mysticism 
in which there was yet a core of Sarible empiricism. Greek 
and Latin texts refer‘*to massage. ese manuscripts are 
stated to have described massage and movement. These 
manuscripts had French translators (and a Swedish disciple in 
Peter Ling, who thus. founded the ‘Swedish School,”’), and 
French terms have been perpetuated in the text-books. 


Captain Cook and his fellows were massaged by Pacific 
Islardiers who, like the Greeks, Hindus; Egyptians and others, 
acquired in the dawn of history methods of rubbing and moving 
stiff or weary parts. 

As electricity in its-various forms was discovered or invented, 
so ultra-violet irradiation, infra-red irradiation, diathermy (long, 
short and ultra-short wave) and ultrasonics, arose as so-called 
** modalities ” of treatment, each having something to offer that 
was at times an advance on simpler methods of heating. Each of 
these ‘ modalities” had its wave of abuse, and eventually 
found a proper role. This applied also to electrical stimulation, 
an aspect of applied physiology in which Duchenne played a 
notable part. Thus it was that the early practitioner in physical 
medicine may have come to be concerned unduly with electrical 
gadgets ; but this phase passed as research lent a rational basis 
to practice, and as the importance and significance of specific 
exercises came to be recognized through study. 

During the Second World War, what was known of physical 
medicine found its use especially in the convalescent programmes 
of the Service hospitals. Here, physiotherapy and occupational 
therapy mingled, and the practitioner who once dealt, amongst 
other things, with diathermy and exercise now lent his 
abilities to directing and studying the management of those 
convalescing from various injuries, operations and illnesses, with 
special emphasis on the locomotor system. “ Physical medicine 
and rehabilitation” thus came into being as a new entity, in 
fact if not-yet in name, recapitulating the ‘aspirations and practices 
of Robert Jones amongst other early pioneers. 

Outstanding contributions were made in Restjouler fields—for 
instance, by the late Sir Hugh Cairns in the management of 
patients with head injury, and by Dr. Ludwig Guttmann in the 
care of paraplegics. Much basic research into the physiological 

ts of various physical agents and exercise followed in many 
centres, including especially the Mayo Clinic. 

Less than five years after the cessation of hostilities, the new 
specialty was formally established as a necessary separate 
section of organized medicine. 


‘Educational Considerations. 


The recruitment and training of ancillary workers in the field of 
medicine and rehabilitation warrant. close attention 
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is a posmidlibgs of affairs which should not be tolerated within the 
profession. 

The curriculum for training in physiotherapy could be altered 
to include adequate instruction in conducting group exercises. 

What is the future of the “ remedial gymnast ’”’ and of the 
physical educationist inthe field of physical medicine and 
rehabilitation ? What is the significance of their lack of the 
physiotherapist’s sound basic training, and knowledge of, and 
acquaintance with medical aspects of the work concerned ? 


The value of the work customarily carried on by physical 
training instructors is not questioned. The training of such 
staff (apart from that subsequently provided) warrants 
authoritative examination’; and it is believed that only the 
argument of expediency can be brought against the contention 
that (at least in the larger centres) all the ancillary staff 
should have an adequate -professional training to a certain 
standard. Adequate training andthe characteristics of a 
competent physical training instructor should not be mutually 


exclusive. 
Occupational Therapy: 

Of recent years occupational therapy has found that its 
boundaries have become ill-defined and that its place in rehab?'ita- 
tion has at times been challenged. ‘Thus, at the Vauxhall 
Motors Rehabilitation Unit, an engineer foreman and an ortho- 
padic surgeon conduct, without the presence of occupational 
therapists, the work of the unit, which ineludes specific remedial 
exercise and work assessment (Plewes et alii, 1948). Again, 
gait training, the use of prostheses and many activities of daily 
living form part of the work of some well-established physio- 
therapy units of rehabilitation departments. 


Huddlestone (1956), presenting his ideas on the use of 
occupational therapy in physical rehabilitation, indicates how 
closely similar at times must be the abilities of the occupational 
therapist and the physiotherapist. 

The remedy lies in improving the curriculum for training in 
occupational therapy in at least two directions. The curriculum 
must include further practical and academic training in anatomy 
and kinesiology, somewhat along the lines of courses in Toronto 
and in Brisbane. Should not students of occupational therapy 
and. physiotherapy have an identical basic training ? 

The course in occupational therapy (as in physiotherapy) is 
ideally conducted as a diploma course under a board of studies 
operating within the administrative framework of the university 
faculty of medicine. 


Relationship to Nursing. 
The second direction in which the curriculum for training 
in occupational therapy could be improved applies equally to 
Ihysiotherapists and almoners. With regard to social workers 
Bir Albert Coates (1955) had this to say: 


I do - } fog Fe disparage the excellent work done by the ladies 
engaged in pations mentioned (physiotherapy, doundibonal 


Rn work, ie jans, social welfare work of many 7 
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“ Would not of our social wotkers be better eng for their 
job i chey had ? let them have their lectures 
oie on: ete. but they would ould be the 

oN ep marf for the discipline tal ward and sick room.’ 


As a compromise, I eshte say that it should be feasible for 
student therapists and almoners to serve for three to six months 
in the capacity of student nurses at teaching hospitals, attending 
concurrently didactic lectures in general medicine, psychology 

et cetera. would then Koning @ practical background for 
i ns lectures ; but, more importantly, {hey would benefit from 
contact during their training both will y patients and with 
the “discipline of the sick room’ e benefits would lie in 
their enhanced maturity and competence on entéring their 
chosen fields. 

Post-Graduate Information and Jnsiraction. 


Training in the specialty of physical medicine and rehabilitation 
cannot be obtained in Australia, or in Canada. There are 


1 President of the Association of Medical Officers of Health (Great Britain). 





diploma courses in Britain in one or two universities, There 
are several excellent post-graduate fellowships available in 
America. 

As far as post-graduate instruction for practitioners is 
concerned, it would appear that not a few practitioners are 
desirous of receiving instruction concerning physiotherapy, and 
at medically directed physiotherapy units it should be possible 
for this instruction to be imp Where such physiotherapy 
units form part of a rehabilitation unit, information could also be 
imparted on the wider aspects of rehabilitation. I have ‘in 
mind special short courses lasting several days, somewhat along 
the lines of post-graduate facilities available at certain American 
faculties. 

Again, there would appear to be a need for medical students and 
residents to know more about applied and functional anatomy of 
practical value. Krusen wrote some fifteen years ago 
(Krusen, 1941) : 

The Medical School should have a well organised department of 
Hades ne therapy [that is, physical oo and rehabilitation] in a 
eaching Hospital. The ‘objective should be to make the physician 
{in-charge responsible for the teaching of the subj in the Medical 


The interpolations in brackets are mine. 


The Conference and the Doctor-Patient Relationship. 


The occasion should only rarely arise for a therapist or therapy 
student to read the patient’s clinical notes. The notes concerned 
are the clinician’s written record of a confidential interview and 
examination of the patient, and parts of such record cannot be 
appreciated or correctly interpreted by a therapist or almoner, 
et cetera. 

It is the duty of the clinician to ensure that all necessary 
relevant information is imparted to the various members of the 
rehabilitation team for the particular part which each plays, and 
also for their understanding of the overall problem involved. 

The biggest mistake which any rehabilitation team can make 
is to bask in the artificial sunshine of an impression that they 
rehabilitate the patient—for the truth is that it is the patient, 
with the opportunities available, who under medical supervision 
rehabilitates himself. 

The patient must be able to hold his doctor responsible for 
any mal-effect or delay arising in his rehabilitation. A 
conference cannot be held responsible for the care of a patient. 
This being so, it is easily seen how importgnt it is for the physician 
responsible for the patient’s care to prescribe the occupational 
therapy. and physiotherapy properly, and to supervise the social 
work, training or job placement, himself making available such 
relevant information as necessary. 


I am aware both of the need and of the value of the conference 
in teaching, as also in the economical use of the rehabilitation 
team in furthering the welfare of the patient. But I submit to 
you that too much lip service is being given to the doctor-patient 
relationship. Further, unqualified so-called specialists in the 
“third phase of medicine” are ~» sauch practising “‘ quacks ”’ 
as would be a chemist who took it upon himself to diagnose and 
treat illnesses. 

Let me quote the words of Sir Russell Brain (1956) : 

It was a a emphasise that the doctor occupied and must contione 
to occupy a uni place in the Health Service. This is because he had a 
unique a nsibiity for his patients, Medicine to-day was increasingly a 
matter of team work, but there must be a captain of a team, and surely 
it was obvious that the more complex medicine became, the more important 
it was Le responsibility for the care of the patient should be in the hands 
of a 8) rson who normally should be the consultant of the hospital] 
or the doctor outside. . . 





Professional Considerations. 
Rehabilitation and the Teaching Hospital. 


Every large hospital has, to a greater or lesser degree, the basic 
ingredients for a rehabilitation department : (i) the physiotherapy 
unit; (ii) the occupational therapy unit; (iii) the almoner 
section—with relations with correspondence schools, technical 
and business colleges, vocational guidance services, employers, 
et cetera. This is amply illustrated in the film ‘‘ There’s A 
Way ”’, which, of course, recapitulates the improvisation and 
establishment in Britain of a hospital rehabilitation department. 

Apart from some necessary finance and perhaps some extra 
floor space and simple equipment, what, then, is mainly lacking ? 
And why is it that these ingredients have remained separate ? 
What is it in essence that still prevents the emergence of the 
hospital rehabilitation d ment? The answer is, the lack of 
enlightened full-time medical direction. 
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The psc mse te etedammerte peme San Poe tly pment 

and ite must have the same itd aduaiaietres 

status as the head of any other major ¢ of the hospital. 

To function efficiently, the department must have close geo- 

graphic and administrative relationship with the other 

ments and laboratories of the hospital (Krusen, 1955). 


Note that to a large extent the hospital rehabilitation 
department differs from the other departments of the hospital in 
the degree of its necessary, medically controlled, extramural 
activities. The physician-in-charge must have clear lines of 
communication with the various agencies of the outside 
community whose activities may need to be drawn upon for me 
patient’s welfare. These include voluntary, municipal and 
ioscan bodies—from créches to hospices for the dying, 

m known employers to employment agencies, from 
child-guidance clinics to business and technical co , and so 
on. Such contacts are vital for the adequate ‘uct of the 
* third phase of medicine’, They are not, of: course, the 
prerogative of the rehabilitation de t. Such contacts, 
and the internal management of the department, involve a 
degree of organization essential and peculiar to the hospital 
rehabilitation department. 

The significance of the following two points should be noted : 


First, it is because so great a proportion of the patients have 
some chronic illness or disability involving systems including 
the locomotor system, that the department must be based upon 
and must incorporate the hag’ soaps 1 A and occupational 
therapy unite—that is, that the ilitation department 
(except in the case of severe mental illness, tuberculosis, deafness, 
blindness) can function adequately when it is in effect a 
department of physical medicine and rehabilitation. This is 
an important fundamental point which seems to have escaped 
the notice of some. 

Secondly, because persons ing rehabilitation are 
siahaeta ae need 30 tacnehesebliete sine mmc 2 hn 
‘the department functions most_efficiently and economically 
it functions in an environment which provides the dseidatete for for 
medical care—that is, as an in part of the hospital, able to 
share in the sutomatically available consultative services, 
radiological services, laboratories, 0j theatres, e¢ cetera. 
Despite doubts in certain quarters, such a rehabilitation depart- 
ment is yet able to create its*own “therapeutic community 
atmosphere’’. It is also especially fitted to ensure that the 
patient’s “ third phase of medicine” not only commences 
without undue ewhay but remains under medical control. 


All this is not merely theoretically possible for 
organized rehabilitation department—it is an sotabiihon frat.” 

The overall problems involved are not simple. of 
Australia’s distribution ot posmeniion and industry, 
medical systems and nomen —- of the several States, the 
operations of medical insurance organizations and 
workers’ compensation pa vat the conditions of general 
practice, especially in rural and, outer suburban areas, are.such 
that they must be taken into account by whoever would consider 
the problem. 


The matters discussed at some 


Aspects of employability and a ity of work, although 
naturally of great importance, are proes: Bak for it must be 
— as Krusen (1952) i a gr out: 
be in be in the fatare increasing numbere An persons 
L why severity that it will be impossible 
for them to enter the field of competitive employment even with extensive 
Placement procedures. 


The need for sheltered workshops and the need for custodial 
and ‘‘colony” environments are plain to see, but cannot 
readily be met without much enlightened planning and effort and 
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“an investment in the productivity and well-being of the 
community ” (Rusk, 1952). 


Rehabilitation and General Practice. 
rial oesste aggre We bh So i 1955), I believe that 
of rehabilitation are of great concern to the 
ysician. Certain of these aspects are discussed at 
Robert Smith, of Boston, in an article entitled 
Me Environmental Support for Long-Term Tilness ” (1956). 
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attack over a of several years, the family physician finds himself on 
familiar grounds. * 
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Is there not good reason for the inclusion of representatives of 


the Co! of General Practitioners on any committee of inquiry 
into rehabilitation ? 
Of the psychiatric = goad of physical disability I would here 


hysi 
work Ff Fowler (1955) has received 
insufficient: attention. He refers, inter alia, to a ‘* masked 


Gine aon group. "—@ group of bo gr doe er labelled as 


ityy yet disabled b m hom sere 
Are some practitioners loath to “label ”’ shots potioate 
a disability, neurosis ? 


Of such a group surveyed many were no longer under medical 
care. With adequate hospital rehabilitation departments, not a 
little of this disability could be minimized or even prevented 
and at least many such persons needing medical care would 
remain under medical care—either that of the hospital or that of 
their own general practitioner. 


say but this: that the 


- Conclusion. 


As Wood Jones (1946) has pointed out, there is a “law 
of the satisfaction of a need ”. ‘ 


Even though they concern such divers matters as treatment, 
research and in tal organization, the basic needs of 
physical medicine and rehabilitation are clear-cut. 


It is surely a ibility of this Association, in consultation 
with interested Suioslad caAaaeie Of ide aiater aanctititiah, 46: hitlp to 


ensure that- those needs, the needs of the “third phase of 
medicine ”’, are satisfied as they should be. 
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SKIN CANCERS.? 





By Davin L. Dey, 
Sydney. 





Ir would seem that the treatment of a carcinoma of the 
skin should be an eminently satisfactory affair. Such a 
lesion allows an early diagnosis to be made, it is accessible, 
and, in mést instances, it is a relatively slowly advancing 
lesion. That failures are frequent, even in the relatively 
benign basal-cell type, should lead us to an examination of 
our therapeutic attack on this problem. Some failures can 
be explained by delay on the part of the patient, some by 
delay on the part of the doctor or by misdiagnosis, others 
by the fact that the lesion has a multicentric origin, and 
others again by a high degree of malignancy with very 
early spread. However, it is my belief that even when 
these factors do not appear important, many bad -results 
appear. 

For practical purposes our weapons are two — adequate 
surgical excision and radiotherapy. (I should hesitate to 
mention such medisval methods as destruction by cautery 
or carbon dioxide snow, and other similar mancuvres.) 
I believe that there are certain important advantages in 
the first of these two methods, which may be set out as 
follows: 


1. An accurate didi can be made by histological 
examination. As there is sometimes: difficulty in dis- 
tinguishing between molluscum sebaceum, basal-cell 
carcinoma and squamous carcinoma even with the micro- 
scope, and as mixed lesions do occur, this is of first 
importance. 


2. One is made aware immediately of inadequate local 
treatment by pathological studies. I’ have found this 
especially important in relation to the eyelids, where 
extensions of the growth can spread for a surprising 
distance between the skin and conjunctiva, although no 
sign appears on the surface or on the cut surface on 
naked-eye examination. 


3. The scope of the area of treatment is under accurate 
control, and individual sensitivity cannot determine the 
occasional disaster which may follow the most skilful use 
of radiotherapy. I have one patient who exchanged his 
small rodent ulcer of the cheek for a large radionecrotic 
lesion involving his facial nerve and zygomatic bone, and 
requiring a large scalp flap for its repair. He had been 
treated at a teaching hospital. In this regard I am well 
aware that the plastic surgeon sees only the results of 
treatment which has proved unsatisfactory. 


4. Previous surgery does not greatly interfere with 
further operations, should these prove necessary. There is 
no worry about interference with blood supply as a result 
of what has already been done. 





1Read at a meeting of the New South Wales Branch of the 
British Medical Association on. June 27, 1957. 


5. In all but very major lesions, the cosmetic result is at 
least comparable with that of radiotherapy, and the patient 
is not left with an atrophic scar, which of itself may cause 
trouble later on. 

6. By and large, the patient suffers less actual pain and 
malaise than he does after radiotherapy. 


The obvious disadvantages are the necessity for anes- 
thesia and some hospitalization, even in relatively minor 
cases, and the need for multiple operations for. repair in 
some instances. In certain cases of extensive lesions 
involving deep structures or the facial skeleton, the cure 
by surgery is worse than the disease, and I do not believe 
that some of the major facial excisions practised by some 
surgeons, particularly in the United States, can really be 
justified. The plight of a patient unable to control his 
saliva, appearing as a thing of horror to his family and 
friends, subject to many operations and often showing 
recurrence before his treatment is complete, cannot be 
regarded as other than a failure. In such cases cure can 
rarely be expected, and palliation by radiotherapy is much 
to be preferred. 


The patient himself fears “the ray” less than “the knife”; 
but this is mostly because he does not appreciate what the 
results of irradiation may be. 


The lessened skin reactions associated with the new 
methods of application of radiotherapy with high-voltage 
apparatus may modify this view; but I understand that it 
has little application in superficial lesions. 


Time does not permit me to do more than deal in 
principles, and I do not propose to extend my field to 
include the treatment of local lymphatic drainage areas 
in the metastasizing lesions. I am well aware of the value 
of radiotherapy in the absence of a therapeutic agent in 
the blood-stream which will actually seek out the malig- 
nant cells wherever they may be. 


However, I would remind you once again that, apart 
from the above-mentioned considerations, the following 
are positive indications for surgery: (i) recurrence after 
previous irradiation; (ii) involvement of or the near-by 
presence of the cartilages of the eye lids, nose and ears, 
because of the risk of necrosis and even more commonly 
of atrophy of these supporting structures; (iii) lesions 
on thin skin—particularly the back of the hand; (iv) 
doubt as to the exact nature of the lesion. 

The treatment of skin cancer, like that of other malig- 
nant disease, presents many disappointments, and I would 
not choose to have to deal with large numbers of such 
cases. However, I do believe that surgical excision at the 
present time constitutes the preferable method of primary 
treatment when there is reasonable expectation of a 
complete cure. 

a 


CANCER OF THE SKIN. 





By Cortimn K. HAMBty, 
Sydney. 





Ir would require more than a short paper to deal fully 
with the vast subject of cancer of the skin, so in the time 
available I propose to speak only of squamous carcinoma, 
basal-cell carcinoma, keratoacanthoma and . malignant 
melanoma. I do -not propose to enter into histological 
classifications or to describe the various clinical types 
which are well known; nor do I propose to enter into 
discussion on the various predisposing causes of these 
lesions, except to state that exposure to sun is undoubtedly 
the commonest single factor in this country. We are 
not going to change the nature of the Australians who 
bask in sunshine from an early age, and consequently 
this disease will remain as common as ever for a long, 
long time. It is in fact the very common occurrence of 
skin cancer that makes us too familiar with it, and perhaps 
slightly contemptuous of it in its early form. It should 





1Read at a meeting of the New South Wales Branch of the 
British Medical Association on June 27, 1957. 
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be remembered that the very advanced, hopeless rodent 
ulcer we all occasionally see was almost certainly a small 
basal-cell carcinoma about one centimetre in diameter 
inadequately treated in the first instance. 


The differential diagnosis is extremely long, although 
the majority of us tend to think the clinical picture is 
clear-cut. Because of the large numbers of patients who 
come through every outdoor department, biopsy is not 
generally performed, and I agree that in most cases it 
is probably unnecessary. Our practice at Sydney Hospital 
is to perform biopsy (excluding melanoma) when there 
is the slightest doubt as to the diagnosis; but, granted 
adequate facilities, I Would plead that biopsy be performed 
in every case. In skilled hands a cytological examination 
is most reliable, and this at least should be made, further 
examination being carried out should the cytological 
findings prove inconclusive. ; 


Once the diagnosis has been established, I am firmly 
of the opinion that there are only three methods of curative 
treatment to be considered—radiotherapy or surgery, or 
both in combination. The use of carbon dioxide snow and 
diathermy I do not regard as curative, although the lesion 
may be caused to disappear. Other agents have come and 
gone over the years, and the latest to achieve some popu- 
larity is podophyllin. I have had no experience of this, 
nor would I be tempted to use it. Maurice Sullivan, of 
the Johns Hopkins Hospital, was one of the initiators of 
this treatment (Sullivan, 1949); he subsequently found 
100% recurrences, from six weeks to 22 months from the 
time of treatment, and his statement.that this method of 
treatment is dangerous and misleading (Sullivan, Zell and 
McCulloch, 1952) is sufficient for me. . Let me repeat, 
surgery and radiotherapy should be our means of attack. 


Considering first radiotherapy, we have at our disposal 
X rays, felt “Elastoplast” and wax moulds, gold seed, radon 
and radium needle implants, radium plaques and perhaps 
the isotopes. Radium plaques. have been used very exten- 
sively by my seniors, in particular at Sydney Hospital, 
and good results were undoubtedly achieved. I think this 
lay in their ability to-piek the particular lesion for 
treatment by a plaque. Table I shows the depth dose 
from a beta ray plaque. As can be seen from the figures 
in Table I, the depth dose falls off so rapidly that recur- 
rence can be readily expected in a lesion anything over 
0-25 centimetre thick. The dose, too, is uneven over the 
whole of the treated area, there being high spots in the 
centre and low spots around: the periphery. Some short 
time ago I reviewed 100 consecutive failures of treatment 
at Sydney Hospital, and no less than 49 were attributable 
to radium plaques, although they were infrequently 
employed. Although the cosmetic result, when successful, 
is excellent, for the reasons I have given I strenuously 
advocate that plaques be abandoned and reserved for treat- 
ment of hyperkeratoses. Apart from simple felt “Elasto- 
plast” moulds, I have had little experience of this type of 
treatment, having found it unnecessary. The requirements 
of a mould room and necessary staff make it impracticable 
for treating the great numiber of lesions we see; but 
occasionally a special indication may arise, such as a 
lesion on an irregular surface, perhaps on a prominent 
chin which extends submentally. Implants, either by 
needle or gold seeds, undoubtedly give satisfactory results, 
I do not like pushing needles through involved tissue, and 
in regard to gold seeds I dislike leaving a foreign body 
in situ; but implants are most helpful in lesions situated 
near the inner canthus, on the vulva and on the anal 
verge. Their tse also the. operator’s fingers to 
some degree of irradiation, no matter how careful he is. 
Isotopes have offered no real advance in the treatment of 
cutaneous malignant disease. Thus you can see that I 
find only occasional indications for any other means of 
treatment than X-ray therapy. when irradiation is the 
method to be used. It is now that close liaison between 
the dermatologists and radiotherapists becomes essential. 
Most of these patients are first seen by the dermatologist 
with a view to treatment on superficial X-ray machines, 
which with added filtration can give a beam of half-value 
layer up to eight millimetres of aluminium. If you com- 
pare these depth dose figures (Table II) you will realize 


that some lesions are completely unsuitable for superficial 
X-ray therapy, and it is essential that these patients be 
passed over to the radiotherapist. This particularly applies 


‘when there is commencing fixity to bone. 


What is the optimum dosage for these lesions? I think 
if Strandavist’s curves are used, which adequately demon- 
strate time-dose relationship and the expected levels at 
which skin necrosis, healing of skin cancer and probable 
recurrence will take place, the most satisfactory results 
will be obtained (Strandqvist, 1944; Ahlbom, . 1946; 
Gynning, 1951). My preference is to deliver a dose of 
4200r to 4500r to the base of the lesion in a period not 
exceeding two weeks. Single doses I dislike intensely; 


TABLE I. 


Showing Extremely Rapid Feall-o; 
oe, See ert Pee: 








Depth, | Dose. 
Surface : . ite oe 6000r 
0-25 centimetre es 2000r 
0-5 centimetre 600r 





I think the cosmetic result is bad, the method does not 
allow for slightly faulty technique in set-up, which I am 
afraid does occur, and marginal recurrences I have found 
common. It must, of course; be used for elderly patients 
who cannot be transported to and from hospital, and for 
the occasional patient from the country who must return 
quickly. It is used for many of the patients who are 
referred.to Sydney Hospital from Callan Park, but I do 
not advise it in the treatment of a lesion which is over 
2-5 centimetres in diameter. When deep X-ray therapy 
is indicated, usually the lesions are much more extensive 
and a much bigger field is being treated; under these 
circumstances I spread the dose over a period of three 
weeks, perhaps a little longer, and aim at delivering a 
minimum dose of 50007 to the tumour. Healing may be a 
little slow, but can usually be-confidently expected. Over 
the past 10 years I have watched this steady trend away 
from other forms of irradiation to X-ray therapy with a 
beam of suitable quality, and I am sure it will continue. 
Quite apart from the fact that I consider the results 
superior, the exposure of the operator is reduced to a 
minimum, 


TaBLE II, 
Depth Doses for Five-Centimetre Circle Skin Dose 100r. 





; in Tissue. 
Half-Value Kilo- Filter. (Centimetres.) 
Layer volts, | (Millimetres.) 





0:5 1-0 2-0 





Two millimetres of | 120 1-0 82r 69r 49r 
aluroinium. aluminium. 
Eight millimetres of | 120 0-25 9ir 83r 68r 
aluminium. % . 
aluminium. 
One millimetre of copper | 200 0-5 95r 9ir 80r 
et a 
aluminium. 


Two millimetres of | 240 Thoraeus. 99r 97r 88r 
copper. 




















Malignant Melanoma. 


There, does not seem to be the old argument between 
surgeons and dermatologists and radiotherapists as to the 
indications for surgery and irradiation, and I heartily 
advocate surgery in many situations. Malignant melanoma 
I consider to be purely a surgical problem. Some few 
years back I reviewed all cases dealt with at Sydney 
Hospital from 1925 to 1950, and formed the definite 


‘opinion that wide excision of the primary lesion was. the 
‘method of choice (Table III). Prophylactic dissection of 
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the dices did not appear to improve results, and it was 
thought that they should be removed only when they were 
involved (Figure IV). Of 19 patients treated by methods 
other than surgery (e¢.g., diathermy, cautery, carbon 
dioxide snow), all are dead. The majority of melanomata 
are radioresistant, and although an occasional one is 
Sensitive, I believe that pailiation is all that. one can 
expect. This lesion is not easy: to — on. clinical 
appearances, and I believe that some of the spectacular 
results obtained by irradiation have been in cases of 











sclerosing hemangioma. Melanoma is one disorder in 
which I think biopsy contraindicated, and although pre- 
TaBLE III. 
Cutaneous\Melanoma : Results of Treatment by Surgery to Primary Lesion Only. 
Survival 
Methed of Treatment. % Number of Over Five 
Patients.* Years. 
i Bt scarce " " 
se ve Eo cas ry—i. ed involved aa ‘ 
Total 122 32 











1 Sixty-seven are dead, 25 still under observation. 


operative irradiation has been advocated by many people, 
the daily minor trauma of setting up the patient may 
hasten metastases. Similarly, I shudder at the thought of 
these lesions being excised under local anzsthesia. When 
the diagnosis is in doubt and the lesion is .ulcerated, a 
cytological examination may help, or perhaps even more 
useful, a tracer dose of P*. It has been found that if the 
uptake over a doubtful lesion when compared with the 
uptake in an exactly similar corresponding opposite side 
of the body is greater than 1-5, the lesion is undoubtedly 
malignant; if it is less than 1-0, the lesion is non- 
malignant. Of course, there are those inevitable cases 
which fall between the two ratios and are still in doubt, 











TABLE IV. 
Malignant Melanoma : Foss Su to Primary Tumour.and Regional Lymph 
(Including Dissection en Bloc). si 
Survival 
Condition. Number of Over Five 
Patients.' Years. 
L node enlargement present sb 29 4 
Prophylactic poration a, one tumour 
proven, ¥s os 8 3 
Total Piek se 5 vs 37 7 











1 Nineteen are dead, 11 still under observation. 


Methods. other than surgery, ¢.g. diathermy, cautery, carbon 
dioxide, snow, 19 cases all deceased. 


but this can be a most helpful test. Let me repeat—surgery 
for all melanomata and their metastases when long-term 
survival is the aim, and radiotherapy in the minor role of 
a purely palliative procedure. 

Before discussing squamous and basal-cell carcinoma 
I wish to say a few brief words on keratoacanthoma. 
There are a few people who still refuse to recognize this 
diagnosis and consider the lesion. to be a well-differentiated 
squamous carcinoma. The clinical appearances of these 
lesions are typical; they never metastasize, tend to shrink 
spontaneously and disappear, and are associated with 
a 100% cure rate. I think it bad medicine to wait for 
them to disappear spontaneously. The patient is worried 
about an unsightly tumour; it is our duty to remove it 
for him, and X-ray therapy does this most effectively. 
I have found these tumours much more sensitive than 
frank squamous carcinoma, and I think they account for 


.skin, is predominantly radiotherapeutic. 


a large percentage of the cures obtained by what would 
really be an inadequate dose of irradiation. Although I 
cannot prove it, I am quite sure that the results obtained 
with these lesions have bolstered the percentage of cures 
of carcinoma to a much higher level than is true. If all 
these cases were excluded, I think we would find that 
squamous carcinoma of the skin is a much more serious 
disease than we have considered it in the past. 


Basal-Cell and Squamous Carcinomata. 


Turning to basal-cell and squamous carcinomata, I think 
the treatment of these lesions, when they occur in the 
Their radio- 
sensitivity is so similar that I find the same dose tech- 
niques apply for both lesions, although the non-ulcerated, 
solid or cystic basal-cell carcinoma may require a slightly 
higher dose.. In some situations there is not complete 
agreement as to the method of treatment, and the views 
I give you now are what I consider to be ideal, although, 
of course, in practice a variety of factors will all influence 
the ultimate decision in each individual case. Such 
factors include the patient’s age and personal wishes at 
times, the availability of hospital beds, etc. 


Eyelids. 


Basal-cell carcinomata of the eyelids are very common, 
and I am entirely in favour of irradiation for this site. 
The cosmetic result is excellent, and the eye can be 
adequately protected by suitable shields. If necessary, 
the lachrymal duct can be probed by our colleagues from 
the eye department. I do not think “wet eye” occurs 
unless the duct has been destroyed by the growth itself, 
and I am sure it is not caused by irradiation, and 
ectropion is not really troublesome. 


Nose and Ear. 


These are also very common situations where the growth 
readily extends into cartilage. If these are irradiated, 
cartilage necrosis or recurrence of growth or a combina- 
tion of both is common. Ideally surgery is the method of 
choice; but if a very extensive operation with grafting is 
required, irradiation is well worthy of trial, the possi- 
bility of failure being carefully explained to the patient. 
In all probability it is much easier to excise a small 
recurrence or necrosis than to perform an extensive plastic 
repair in the first instance. 


Back of the Hand. 


I consider we irradiate far too many of these lesions on 
the back of the hand, and I think all small ones should 
undoubtedly. be excised; Healing occurs quickly and the 
sear is usually sound. The larger lesions, in which 
surgery would be extensive, are better treated by X-ray 
therapy or perhaps by the application of a mould. 


Lower Limb. 


My experience of irradiation of carcinomata below the 
knee and on the foot is a sad one. There is a lack of 
subcutaneous tissue, poor blood supply is all too common 
in the age group in which these growths occur, and radio- 
necrosis is a regular sequel. Surgery is the method of 
choice. Similarly, squamous carcinoma occurring in scar 
tissue, the so-called Marjolin’s ulcer, once again demands 
surgery. 

Vulwa and Anus. 


Carcinoma of the vulva is predominantly a surgical 
problem, as is carcinoma recurring near the anus. I 
believe that, when small, these can be very adequately 
treated by needle or by seed implant; but in the larger 
lesions I consider that treatment is the surgeon’s pre- 
rogative and that irradiation is indicated only for pallia- 
tion. These areas do not tolerate high doses of irradiation, 
reactions are severe and late sequele are common. it is 
in this area that there is real cooperation between the 
specialties; if the carcinoma occurs on the thigh, no doubt 
the dermatologist will treat it; if it moves to the vulva 
the gynecologist has his say; and if it occurs at the anus, 
this is the province of the general surgeon. 
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Male Genitals. 


I believe the trend these days is away from surgery in 
earcinoma of the penis; irradiation is regularly producing 
good results without mutilation, and unless the lesion 
was very advanced I would prefer irradiation in every 
case. On the other hand, lesions of the scrotum lend 
themselves particularly well to surgery. 


Secondary Lymph-Gland Involvement. 


Any discussion of carcinoma of the skin is incomplete 
without considering secondary lymph-gland involvement. I 
stress the importance of regular follow-up and careful 
examination of the regional nodes. I ‘do not advocate 
prophylactic dissection, except perhaps for those lesions 
occurring on or around the genitalia, and the treatment 
of secondary lymph-gland involvement is entirely surgical. 
I am still waiting to see secondary squamous carcinoma 
eradicated by irradiation from neck, axille or groins, and 
I sincerely hope that prophylactic irradiation of these 
areas is no longer practised. Radiotherapy in the treat- 
ment of secondary carcinoma in the sites I have mentioned 
is entirely palliative. I have not found it possible to 
deliver an adequate dose; but it remains to be seen 
whether the advent of supervoltage therapy will change 
this picture. 


Conclusion. 


In conclusion I should like to repeat a statement that 
has been made countless times: the ideal time to cure one 
of these lesions is at the first treatment, whether surgery 
or radiotherapy is undertaken. A second treatment by 
irradiation will usually lead to necrosis, and the lesion 
is resistant, probably owing to the destruction of the 
stroma of the tumour bed. Similarly, a satisfactory result 
is frequently not obtained after incomplete surgery or in 
recurrence in scar tissue following surgery. Finally, with 
due deference to the lay Press, I must say that I have no 
qualms about treating these malignant conditions by 
X-ray therapy in any age group; and the thought that I 
may have altered the patients’ genes by the scattered 
irradiation does not cause me any sleepless nights. 
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Reports bf Cases. 





AGRANULOCYTOSIS DURING. MEPAZINE THERAPY. 





By M. Draxz, M.B., B.S., anp N. K. Honey, M.B., Ch.B., 
Ballarat Mental Hospital, Ballarat, Victoria. 





In recent years considerable interest has centred on the use 
of the so-called “ ataraxic”’ or “‘ tranqui * drugs. Since 
these drugs are comparatively new, their toxic effects have not 
yet been fully evaluated. Hence we believe that the following 
cases are of considerable interest, in that ‘low demonstrate a 


state of bone marrow depression apparently following the use of 
mepazine (“‘ Pacatal ’’) 


” Case |. 


A woman, aged forty-two years, was admitted to 
hospital in August, 1950. She was pire to aan) schizophrenic. 
There was also a history of chronic alcoholism, and she had 
severe peripheral neuritis affecting both legs. While in hospital 
she exhibited delusions of persecution, She talked loudly and 
incessantly, and her behaviour was frequently violent and 
aggressive. 

On June 27, 1955, a course of treatment with chlorpromazine 
ea ea (‘“ Largactil ”) was begun, with a dosage of 

OP ene nears Pee Cay, Stak Wines Cage tee ae on 
- 200 milligrammes per day. Three months later the dosage 
was again increased to 400 milligrammes day and she 
continued to take this quantity for a further eight months ; 


that is, she took the drug for a total of eleven months. At this. 


time she developed a tremor associated with a Parkinsonian 
facies, and for this reasdff'the drug was discontinued. , While 
she was on chlorpromazine her mental condition improved 
considerably, and she became more pleasant and more 


manageable, 


After cessation of the drug she showed further improvement 
for a period, but again commenced to deteriorate. Hence, 
two months later, she was started on mepazine in a dose of 
200 milligrammes per day. Two months after commenci 
to take this drug the patient developed a temperature of 103° F 
She exhibited a generalized swelling of her tongue, which 
protruded slightly at rest; there was a circular, purple dis- 
coloration about one to one and a half centimetres in diameter 
over the left m extending to within two centimetres of the 
tip. . There was a small infected lesion on the dorsum of the 
left index finger. No other abnormality was detected. At this 
stage mepazine was discontinued, and she was given procaine 
penicillin, 600,000 units twice a day. A swab was taken from 
her tongue, - and as this had grown Staphylococcus aureus 
sensitive to tetracycline, treatment was commenced with this 
drug. Nine days after the onset of her illness she still had a 
considerable elevation of temperature. There was now a large 
white necrotic area on the left margin of the tongue, with small 
white patches scattered over the remainder of the tongue and 
soft palate. There were one or two slightly enlarged glands in 
the submandibular and cervical regions. The spleen was 
palpable, with a firm rounded . Hess’s test aaneee 10 to 12 
petechie in a circle one inch in diameter. At this stage the 
results of the blood examination were received ; they were as 
follows: hzmoglobin value, 81% (11-8 grammes per centum) ; 
leucocytes, 130 per cubic millimetre. The blood film presented 
@ normochromie picture with an odd lymphocyte; no granulo- 
cytes were seen. A large clot. was present in the specimen, which 
made the: accuracy questionable. The following day a further 
blood count showed that the leucocytes numbered 470 per 
cubic millimetre; in a blood film no granulocytes were seen, 
but platelets were plentiful. 


The patient was left on tetracycline, and was also given 
vitamin B,., folic acid and ‘‘ Multi B” tablets. It was now 
twelve days since the onset of her illness; toxemia appeared 


extreme, and it was not expected that she would live. The 


following day, however, her general condition suddenly started 
to improve ; her temperature returned to normal, and continued 
so from then on. Fourteen days after the onset a bone marrow 
specimen was obtained, and a differental count gave the following 
results : promyelocytes and myelocytes 50%, metamyelocytes 
10%, band form neutrophils 10%, polymorph neutrophils 6%, 
plasma cells 2%, erytirob lasts 10%, normoblasts 12% ; ; 
megakaryocytes were present, and many of the myeloid series 
showed gross abnormality in nuclear staining. 


The comment. was made that this was the typical 
** maturation arrest *’ of agranulocytosis. 


A further smear was examined at this stage, and was reported 
as showing 40% granul with ample white cells, but a 
count was not made, days after the onset a blood 
count gave onl followitig’ fesults: hemoglobin value 83% ; 
leucocytes” per cubic 
Iymphocytes 289, monocytes 5%) ; erythrocyte sedimentation 
rate 39 millimetres in one hour; serum bilirubin content, 0-8 
milligramme per er 100 millilitres. 

At this time the patient appeared normal, and was strong 
enough to be transferred to her own. ward. ion of the 


revealed a large triangular deficiency, the full thickness 
of the tongue, pi the necretic slough had been. It had a 








millimetre (neutrophils 67%, . 
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healthy, clean base and was painless. The patient has since 
remained in good physical health, 


Case ll.‘ 


The patient was a woman, aged sixty years, who had originally 
been admitted to hospital in 1932. She was considered to be 
suffering from schizcphrenia. In 1944 she developed typhoid 
fever, this diagnosis being confirmed bacteriologically. From 
this date intermittent serum agglutination tests suggested the 
presence of a typhoid carrier state. 


On September 24, 1956, she was started on a course of mepazine 
therapy in an effort to diminish her restlessness. She was given 
a dose of 300 milligrammes per day by mouth. She remained 
well for two months after the commencement of this treatment, 
when she developed an elevation of temperature and complained 
of slight pain in the left flank. Physieal examination revealed 
no abnormality. The pharynx and lymphatic areas were 
clinically normal, and there was no other evidence of an 
inflammatory lesion. At this stage mepazine therapy was 
discontinued, but no active treatment was instituted. Two 
days later her temperature was still elevated, and now a few 
crepitations were audible at the extreme base of her left lung. 
She was regarded as suffering from left lower lobar pneumonia, 
and penicillin therapy was commenced. . During the following 
week she remained reasonably well clinically, although her 
temperature was persistently elevated.'*Ten days after the 
onset of her illness her condition commenced to deteriorate 
rapidly, and she developed signs of right lower lobar pneumonia. 
In view of her typhoid history, she was now started on 
chloramphenicol therapy, 0:5 gramme every six hours. As she 
appeared to be moderately dehydrated, and as she was incapable 
of maintaining an adequate oral fluid intake, intravenous 
therapy was commenced, glucose and saline being given by this 
route. Despite these measures her condition continued to 
deteriorate, death occurring eleven days after the onset of her 
illness. 

A full blood examination carried out on the day before the 
patient died revealed the following blood picture: haemoglobin 
value 62% (9-0 grammes per 100 millilitres); erythrocytes, 
3,800,000 per cubic millimetre; leucocytes, 550 per cubic 
millimetre. In a blood film a mild degree of hypochromia was 
present, but no granulocytes were seen. 


At mene extensive inflammatory changes were present in 
the lower lobes of both lungs, with an abscess in the lower lobe 
of the left lung. Bone marrow was removed from the sternum 
at autopsy, and examination of this revealed absence of 
granulopoiesis and diminution of erythropoiesis. 


Discussion. 


An examination of the literature would suggest that blood 
dyscrasias are not commonly encountered in phenothiazine 
therapy. Thus a survey in January, 1956 (Nosaquo, 1956) 
placed the incidence at one in 50,000 to one in 100,000 (0-002 % to 
0-001%). Up to that time 45 cases of agranulocytosis had been 
reported in the United States of America and Britain, 17 having 
@ fatal outcome, i 


As far as we can ascertain, only one case of agranulocytosis 
has been reported.following the use of mepazine (Gore and 
Biezanek, 1956). . 

Such a low incidence may suggeat- @ greater safety of this 
drug ; but it must be remembered that mepazine has not been 
used so extensively or for $0 prolonged a period as the other 
phenothiazine derivatives. It is perhaps significant that in 
this hospital chlorpromazine hydrochloride has been used for 
two and a half without evidence of bone-marrow depression, 
whereas two cases of agranulocytosis have followed a relatively 
restricted use of mepazine. The two cases we have described were 
characterized by the abrupt onset of the iljness, and this is typical 
of all other cases reported. In most other cases the initial 
detectable lesion has been in the p region, although 
there is one reported case in which there was a necrotic lesion 
over the tip of the tongue (Goldman, 1955), , 


200 
: Summary. 
Two cases of agranulocytosis apparently following the use of 


mepazine described. -In one case the patient recovered ; 
the ointe Veraeinaned fatally. re 


Acknowledgements. 

We wish to thank Dr. David Alexander for his advice in the 
management of these patients and the Mental Hygiene Authority 
for permission to publish this paper. 

References. 
Dz Nosagus, N. (1956), Report to the Council on Pharmacy and Chemistry, 
J.A.M.A., 160: 287. 
GOLDMAN, D. (1955), “‘ Treatment of Psychotic States with Chlorpromazine ”’, 
J.A.M.A., 157: 1274. 


GorE, C. P., and BIEZANEK, A. (1956), ‘‘ Agranulocytosis during Treatment 
with Pacatal ”’, Lancet, 2: 108. 


a aes 


AGRANULOCYTOSIS FOLLOWING ADMINISTRATION 


OF CHLORPROMAZINE AND “PACATAL”: REPORT 
OF A CASE. 





By Frank L. JOHNSON, 


Resident Medical Officer, The Royal Melbourne 
Hospital, Melbourne. 





THE occurrence of agranulocytosis following the 
administration of chlorpromazine (10-(y-dimethylamino- 
propy])-2-chlorophenothiazine) is well recognized. Schick 
and Virke (1956) reviewed 21 such cases, of which eight 
were fatal. That this complication is one of the dangers 
of administering some newer ataraxics is probably not so 
widely realized. Another phenothiazine derivative, 
“Pacatal’ (N-methylpiperidyl-(3)-methylphenothiazine), is 
a comparative newcomer it: the field, which has been used 
extensively in Australia only in the last few months. 


The following is a report of a case of agranulocytosis 
following combined therapy with both these drugs. 


Clinical Record, 

Mrs. A., aged seventy-one years, was admitted to the 
Royal Melbourne Hospital from Sunbury Mental Hospital 
on March 5, 1957. She had been treated for chronic 
delusional schizophrenia for many years without success, 
according to the: accompanying letter from Dr. P. J. 
Gladwell. The letter went on to state that on February i1 
an intensive course of ataraxics was begun by the oral 
administration of 300 milligrammes of chlorpromazine and 
150 milligrammes of “Pacatal” in three doses. This dosage 
was given daily until February 14, when it was increased 
to 600 milligrammes of chloropromazine and 300 milli- 
grammes of “Pacatal” daily, in three doses, On February 
18 the patient developed erythema of the hands and face, 
which was described as being typical of sensitivity to 
chlorpromazine. The drug was discontinued, and she was 
given 1300 milligrammes of “Pacatal”’ in three doses and 
50 milligrammes of promethazine hydrochloride in two 
doses by mouth. The next day (February 19) the patient 
was very confused and incontinent of urine and feces, 
and had a dry mouth. All medication was suspended. She 
had then received a total of 3300 milligrammes of chlor- 
promazine in seven days and 2850 milligrammes of 
“Pacatal” in eight days. On the morning of March 5 she 
complained of a sore throat. Hxamination of the patient 
revealed tonsillitis and pharyfigitis, with a temperature of 
102-4° F. and a pulse rate of 90 per minute. There were 
no other signs of infection. Procaine penicillin (600,000 
units) was given. During the afternoon the temperature 
rose to 104° F. and the pulse rate was 98 per minute. The 
throat was described as “filthy”, and the patient was dry- 
retching. A white cell count at this time showed less than 
650 leucocytes per cubic millimetre. A blood film was 
examined, and only two granulocytes were seen. Procaine 
penicillin (900,000 units) was given intramuscularly. The 
letter concluded by saying that the patient had been given 
small doses of both chlorpromazine and “Pacatal”’ in the 
past, without either physical or mental effect. 

On her admission to the Royal Melbourne Hospital on 
the evening of March 5, the patient was disorientated and 
apathetic. She complained of a sore throat, weakness and 
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tiredness. Her temperature was 99-4°F., her pulse rate 
was 90 per minute, and her blood pressure was 130 milli- 
metres of mercury (systolic). Examination of the throat 
revealed inflammation of the soft palate, uvula, fauces and 
tonsillar fosse. No.exudate or discharge was seen. The 
cervical lymph nodes were moderately enlarged and tender. 
The liver and spleen were just palpable. No other sig- 
nificant abnormality was found on physical examination. 
An examination of the blood made on March 6 gave the 
following information: the hemoglobin value was 11-5 
grammes per centum, the erythrocytes numbered 3,800,000 
per cubic millimetre, platelets numbered 130,000 per cubic 
millimetre, and the 4éucocytes numbered 2000 per cubic 
millimetre (82% lymphocytes, 18% -monocytes). Liver 
function tests gave the following results: the response to 
the Van den Bergh test was negative, the serum bilirubin 
content was 0-4 milligramme per 100 millilitres, the result 
of the Fouchet test was negative, the total serum protein 
content was 6-1 grammes per centum (albumin 3-0, globulin 
3-1 grammes per centum), and the cephalin flocculation 
test produced a negative result, 

Antibiotic therapy consisted of the intramuscular injec- 
tion of 500,000 units of crystalline penicillin every three 
hours and of 0-5 gramme of streptomycin twice daily. The 
only analgesic required was a gargle containing aspirin 
and. phenacetin, which was used every four hours if neces- 
sary. Nocturnal sedation was provided by 1-5 to 3-0 grains 
of quinalbarbitone sodium given orally. 


Ou March 6, bilateral whitish exudates were present in 
ithe tonsillar fosse. Culture of a throat swab on March 8 
produced a green streptococcus and a coagulase-positive 
Staphylococcus aureus. The latter was resistant to peni- 
cillin, but sensitive to streptomycin, chloramphenicol, 
tetracycline and “Erythromycin’”’. 


An attempt at sternal puncture was made on March 9; 
the report was as follows: 


The sternum was entered opposite the second rib - 


where the bone was ‘very soft and gave way readily 
to the biopsy needle; no marrow could be aspirated. 
Blood within the biopsy needle was smeared and con- 
tained no marrow elements. 
On March 13 the hemoglobin value was 10-6 grammes 
per centum, and the leucocytes numbered 1200 per cubic 
millimetre (88% lymphocytes, 12% monocytes). 


A successful attempt at needle aspiration biopsy of the 
bone marrow of tiue iliac crest was made on March 14. The 


report was as follows: 


The marrow was obtained with difficulty because of 
the soft state of the bone which crumbled easily; the 
sample was very fluid and aspirated readily. The 
specimen was poorly cellular and the count is practic- 
ally all lymphocytes and erythropoietic tissue, the 
erythroid/myeloid ratio is 12/1. The myeloid cells appear 
abnormal in that the cytoplasmic details are obscure 
and the granules are not very evident. The erythrocytes 
appear as abundant as usual and vary considerably in 
morphology, the majority are microcytic and hypo- 
chromic, the remainder being normal. Megakaryocytes 
are as numerous as normal and budding of platelets 
is seen; platelets are quite plentiful on the film. Lymph- 
cytes are increased considerably. The picture is that of 
aplasia affecting myeloid tissue, the changes of the 
erythrocytes are those of iron deficiency which may be 
due to deficient utilisation. 


The myelogram is shown in Table I; 200 cells were 
counted. : 


On March 15 the temperature, which had fallen on the 
fifth day after the patient’s admission to hospital, had 
risen steadily to 100° F. The throat was still inflamed, and 
the tonsillar fosse still bore exudates, although the patient 
was much happier and did not complain of a sore throat. 
The cervical glands were less tender and smaller than 
on her admission. 


On March 18 the hemoglobin value was 11:8 grammes 


per centum, and the leucocytes numbered 1200 per cubic 


5 Sage. (lymphocytes 95%, monocytes 2%, basophils 


On March 19, fourteen days after her admission to 
hospital, cortisone therapy was begun. ‘The cortisone was 
given orally every six hours; 300 milligrammes were given 
in the first twenty-four hours, then 200 milligrammes in 
twenty-four hours, then 100 milligrammes daily. 











TABLE I. ; 
Myelogram of Marrow Ottained Nine Days after Patient’s Admission to Hospital. 
: Patient. Normal Range. 
Blood Findings. (Percentage.) (Percentage.) 
ay acts rt) 0-3 to 5-0 
Promy 2°5 10 to 8-0 
Myelocytes : 5 
Hcinopa <2 a* | RS 1RS 
Basophil .. 0 O04 0-5 
Metamyelocytes 
Young neutrophil 0 
Eosinophil .. 0 13-0 to 32:0 
Old neutrophil 0°5 
Kosinophil .. 0 
ented 
Eset I BS a 
Basophil 0 0-0 to 0-7 
3 06 to 5-0 
34 8-0 to 17:0 
ote 3-5 0-0 to 2-0 
1 
c, early 3 of 7:0 to 82-0 
late fis eg eS 
Ratio, nucleated erythrocytes to leuco- 
cytes .. Fa ny ot Br 12:1 1:3 to 1:5 














On March 21 granulocytes were present in the peripheral 
blood for the first time. The total number of leucocytes 
was 3000 per cubic millimetre (promyelocytes 4%, old 
neutrophil metamyelocytes 1%, segmented neutrophils 1%, 
lymphocytes 57%, monocytes 34%, basophils 3%). The 
exudates on the throat disappeared and the inflammation 
of the throat decreased. The patient, despite a tempera- 
ture of 100° F., felt much better. 


TABLE II, 
Serial Total and Differential Leucocyte Counts. 














Days after Admission to Hospital. 
Leucocytes. 
1 8 18 16 20 24 
Neutrophils : 
Sopeanted so se 80 | 2730 | 11,550 
rent oie 0 |"t00 |“? 
Young 2100 
Myelocytes .. “ = - 840 
1640 1056 1140 1710 4200 2100 
es om 360 144 24; 1020 630 750 
Eosinophils os Le 150 
Basophils ig ee 36 90 
Total leucocytes .. | 2000; 1200 1200 3000 | 21,000 | 15,000 























On March 25 the leucocyte count had risen to 21,000 per 
cubic millimetre (neutrophil myelocytes 4%, young neutro- 
phil metamyelocytes 10%, old neutrophil metamyelocytes 
50%, segmented neutrophils 13%, lymphocytes 20%, mono- 
cytes *%)- An abscess had formed on one buttock, where 
there previously been a tender, erythematous area. 

Cortisone therapy was discontinued on March 26, and 
20 units of ACTH depot were given intramuscularly. 
Procaine in a daily dosage of 1,200,000 units 
was substituted for the injections of crystalline penicillin. 


On March 28 the patient felt weak, and she fainted on 
getting out.of bed. -Her blood pressure was 100/60 milli- 
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metres of mereury, A further 20 units of ACTH depot 
were given, as well as 25 milligrammes of cortisone orally 
in two doses during the day. The serum electrolyte levels 
were normal. 

On March 29 she felt well. Her hemoglobin value was 
13-0 grammes per centum, and the leucocytes numbered 
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15,000 per cubic millimetre (old metamyelocytes 3%, seg- 
mented neutrophils 77%, lymphocytes 14%, monocytes 
5%, eosinophils 1%). She was transferred back to 
Sunbury Mental Hospital on March 30. She is still quite 
well except for her schizophrenia. 





Summary. 


A schizophrenic woman, aged seventy-one years, treated 
with chlorpromazine (3300 milligrammes in seven days) 
and “Pacatal” (2850 milligrammes in eight days), given 
concurrently by mouth, developed agranulocytosis fourteen 
days after the administration of drugs was discontinued. 
The diagnosis was verified by examination of the 
peripheral blood and the bone marrow. Antibiotics were 
given. 

She had been given small doses of both drugs before. 
On this occasion, chlorpromazine therapy was stopped 
after seven days because of a.rash, and the “Pacatal”’ 
was discontinued as well the next day because of mental 
confusion and incontinence of urine and feces. 

Thirteen days after the disease had been diagnosed, 
granulocytes were. still absent from the blood. The oral 
administration of cortisone was started the next day. 
Thirty-six hours later granulocytes were found in the 
blood. There were very few, and these were mainly 
promyelocytes. Four days later there was marked neutro- 
philia, with immature forms predominating, Mature 
neutrophils predominated in a blood film taken eight days 
after the first appearance of granulocytes. 

The patient recovered from the agranulocytosis and is 
now physically well. This case is summarized graphically 
in Figure I. 

Conclusions. 

Agranulocytosis must be regarded as a possible com- 
plication of treatment with the phenothiazine derivatives 
chlorpromazine. and “Pacatal’’. 

Even though agranulocytosis may not be suspected when 
administration of these drugs is discontinued, it may be 
present later (in this case, two weeks later). 

Cortisone has been used in the treatment of agranulo- 
cytosis caused by chlorpromazine; however, no definite 
conclusions have been reached regarding the role played 
by cortisone in the recovery of this patient. 
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View of motiemietoes. By J. N. Morris, M.A., F.R.C.P. 
D.P.H.; 1957. Edinburgh and London: EH. and S&S. 
Livingstone, Limited. 84” x 54”, pp. 144, with illustra- 
tions. Price: 17s, 6d. 


Tu1s book is one of the most significant contributions to 
the progress of preventive medicine in recent years. It 
approaches the stature of a minor classic, and enhances the 
reputation of the author and the Unit with which he is 
associated. The results of’'much research and special 
experience have been crystallized into little more than 100 
pages of high instructive value. 

The book is modestly addressed “to students of both 
clinical and preventive medicine”; but its simplicity and 
force must have an impact on- medical thinking in a very 
wide sphere. . Not only should it be compulsory reading for 
medical undergraduates, but it could be read with profit by 
clinical research workers, epidemiologists, health adminis- 
trators, and anyone who is concerned with community or 
social medicine. It deals with the use of various epidemio- 
logical techniques in the investigation of non-communicable 
diseases, and describes the results of studies connected with 
coronary disease, lung cancer, uterine cancer, duodenal and 
gastric ulcer, perinatal mortality, fluoridation of water 
supplies and similar topics. 


The author suggests seven ways in which such studies 
may be approached: historical study, community diagnosis, 
the working of health services, the individual’s chances or 
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risks of disease, the group clinical picture, the identification 
of syndromes, and the search for causes of health and 
disease. He points out that “epidemiology is the only way 
of asking some questions in medicine, one way of asking 
others (and no way at all of asking many)”. He also pleads 
for more epidemiology in public health, “since epidemiology 
is the most likely basis for its further intellectual growth”, 
and also in general medicine, because epidemiology “is an 
essential science as well as human biology” and is “the main 
method of studying the social aspects of health and disease”. 
He seeks throughout to bring clinical and preventive medicine 
closer together in order to accelerate progress in the general 
understanding of disease. 


This delightful exposition illustrates how much basic 
information can be gleaned without the aid of expensive and 
complicated paraphernalia. It will be particularly appreciated 
in Australia, where epidemiological techniques have not yet 
been fully exploited, but where there is now a livening 
interest in their use. In short, the book is in the best 
British tradition, and carries a strong and overdue message 
to all who are interested in the advancement of medicine. 


Sor to tent Endocrinology. By A. Stuart Mason, 


AL, .D., B.Ch. (Cantab.), M.R.C.S. (Eng.), M.R.C.P. 
(Lond.); 1957. Oxford: Blackwell Scientific Publications, 
83” x 54”, pp. 200. Price: 22s. 6d. (English). . 


Tup clinician who wishes to brush up on endocrinology 
now has a variety of texts that»-he may consult. The larger 
volumes’ usually have multiple authors, so that the quality 
of individual chapters may range from the superb to the 
mediocre. Dr. Stuart. Mason’s small book covers the whole 
field in a concise and methodical fashion, revealing the 
author’s wide practical experience and thorough knowledge 
of the literature. The style has scarcely the vivacity of 
Albright or Kepler, but. all the facts are there. Popular 
fallacies, such as the belief that obesity has any significant 
endocrine basis or that women with pituitary insufficiency 
are often emaciated, are politely but firmly discredited. How- 
ever, the fat boy of Pickwick probably suffered from chronic 
anoxia due to hypoventilation rather than from a hypo- 
thalamic lesion. wad 


Many of the recent exciting advances are noted—the 
examination of cell nuclei in determination of genetic sex, 
Conn’s primary aldosteronism and the use of tri-iodothyronine 
in the therapy of hypothyroidism. This book can be warmly 
recommended to the reader who wishes to have a clear, 
cheap, painless introduction to clinical endocrinology. 


Atomic Radiation and Life. By Peter Alexander; 1957. 
Mitcham, Victoria: Penguin Books Proprietary, Limited. 
London: The Whitefriars Press, Limited. 7” x 43”, pp. 
272, with 44 illustrations. Price: 5s. 6d. 


Tus book is an admirable treatment of a subject which 
involves aspects of physics, chemistry, biology and medicine. 
The subject of radiation hazards is, at present, much in the 
public mind, and this book deals concisely and clearly with 
the menace of radiation to the individual and to the popula- 
tion as a whole, as well as indicating the hopes for the suf- 
ferer from cancer, and the promise which experimental work 
gives for protection against radiation effects. In particular, 
the historical work of Loutit and his group at Harwell on 
restoration after radiation damage is descibed. It is con- 
ventional in books on radiation biology to begin with informa- 
tion on the physical aspects of the radiations involved, and 
this book is no exception. The coverage here is adequate, and 
the physical aspects most related to the biological results are 
well brought out. Chapters then deal with the response of 
the cell and of complete organisms, and finally with the effect 
on a population of genetic damage. Throughout, an admirable 
balance is maintained. In the final chapters the author moves 
into his own particular field of chemical effects, describing 
the various theories of radiation damage due to direct and 
indirect action, and in passing placing in perspective the 
target theory so well developed by Lea. The book can be 
recommended to the intelligent layman as well as to the 
scientist in the field. ‘ 


Extensile Exposure. By Arnold K. Henry, M.B., Dublin, 
M.Ch. (Hon.), Trinity College, Dublin, and Cairo, 
F.R.C.S.i., Chevaliér de la Légion d’Honneur; Second 
Edition; 1957. Edinburgh and London: E. and S. 
Livingstone, Limited. 93” x 62”, pp. 332, with 198 
illustrations. Price: 45s. (English). 


_ A SHORT BOOK has always possessed an additional attraction 
for us. The virtuosity of the first edition of “Extensile 
Exposure” was enhanced by its brevity—it could be read with 





ease on any wet week-end. The new “Henry”, more than 
double the size, {s, nevertheless, greeted with undiluted 
pleasure. : 


How attractive to read anatomy where mnemonics are 
described shamelessly, but without dignity; to scan a unique 
‘prose style; to savour the enjoyment of a ripe classical wit, 
with the parenthetical explanation for which ‘some readers 
never admit the need! For example, Professor Henry feels 
that perhaps Aristophanes was right when (in “The Clouds”) 
he. let his students of astronomy look skyward with their 
rumps. Gluteal muscles bring a host of problems into focus. 
Another example is the Mitfordian “non-U”, at last acknow- 
ledged in an anatomy book. How valuable are the pithy 
asides! (“Figures that proclaim infrequent incidence [of 
variations of anatomy] no more preclude the Surgeon from 
meeting an example than they will save unlucky persons 
from death by Jightning.”) , : 


Few surgical fields are beyond the master’s ken. One finds 
mention otf his handy ctp and ball aneurysm needle, notes 
with benefit the new descriptions on extensile surgery in the 
neck, chest, abdomen and ankle. Incidentally, we are thankful 
that ugly “astragalus’* has at last been rusticated. Most 
surgeons will have availed themselves of the advice offered 


to practise in the post-mortem room, in the section on pul-. 


monary embolectomy. It would be wise for any anatomist 
revising or writing an anatomy text-book to make reference 
to this book, which destroys many misconceptions in its 
practical approach. We note the absence of any comment on 
the truly extensile ineisions involving the abdomino-thoracic 
approach and double thoracotomy. 


The illustrations, the ‘paper and the print are excellent. 
Students, surgeons, patients and cadavers about whom the 
book is written will all benefit-by the first two perusing it. 
This book is an English surgical classic, and is enthusiastic- 
ally recommended for the library of students of anatomy and 
surgical anatomy. 


Christopher’s Minor Surgery. Edited by Alton Ochsner, 
.D., F.A.C.S., ‘and Michael E. DeBakey, M.D.,: F:A.C.S.; 
Seventh Edition; 1955. Philadelphia and London: W. B. 
Saunders Company. Melbourne: W. Ramsay (Surgical), 
simone. 93” x 7”, pp. 564, with 251 illustrations. Price: 

8. R 


In attempting to streamline the loose style of past editions 
ot “Christopher’s Minor Surgery”, the new authors have pro- 
duced an interesting failure. The sections which deal with 
minor surgery are at least up to the standard of the old 
book. Any section consulted is satisfactory, and is occasion- 
ally invaluable in the management of the conditions 
described. And yet, the minor surgeons for whom this book 
is intended would spend their energies better in larger 
text-books. for much of the subject matter with which the 
book deals... Therein lies its failure. A considerable pro- 
portion of the subject matter is better covered—e.g., in 
“Christopher’s Textbook of Surgery”. Furthermore, we pre- 
ferred the description of references on the page quoted, as 
in previous editions. This has been found irritating by 
some, but it appears to be a more stimulating approach, ané 
more conducive te the reader’s really consulting the 
literature concerned. 


Occupational Diseases of the Skin. By Louis Schwartz, 
Louis Tulipan and Donald J. Birmingham; Third 
Edition; 1957. Philadelphia: Lea and Febiger. Sydney: 
Angus and Robertson, Limited. 94” x 6”, pp. 984, with 
189 eeerrations and two plates in colour. Price: 
£9 18s. “sf ; 


Tue publication of a third edition of this text-book will 
be welcomed by dermatologists, industrial physicians and 
those who are -interested in workers’ compensation. The 
book is printed on art paper and.has 189 illustrations and 
two coloured plates. 


The arrangement of .the text remains much about the 
same, but special chapters are included on “Occupational 
Marks” by Francesco Ronchese, “Skin Hazards from Radia- 
tion in. Atomic Indugtgy, Medicine «and Warfare” by D. 
Morwood, and “Skin Hazards from Active Surface Agents” 
by Anthony Schwartz. The authors have endeavoured to 
give to the medicat profession information “on modern 
industrial skin ha s, which have been brought about by 
new chemicals and new methods of manufacture. The sub- 
jects of the early chapters include “Compensation for 
Occupational Skin Disease”, “Incidence of Industrial Skin 
Disease”, “Diagnosis of Industrial Skin Diseases” and 
“General Methods of Treatment of Occupational Diseases of 
the Skin”. The patch test section is. clearly set out, and 
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the importance of differentiating between primary irritants 
and sensitizers is fully explained. A comprehensive table of 
the various substances used for patch testing is given, with 
instructions to use them as supplied; or pure, or in various 

percentages in vehicles such as water, petroleum, oils or 
alcohol. The authors then go on to the major section of 
the book, which deals with all known skin sensitizers in 
practically all occupations. Comprehensive and detailed 
instructions are given in regard to the prevention of derma- 
titis for all types of irritants. As was mentioned previously, 
there is a new chapter on “Skin Hazards from Radiation in 
Atomic Industry, Medicine and Defence”. Under this heading 
are disc “Hazardous Occupations and Pursuits”, 
including the production of radioisotopes and their use in 
research in medicine and industry. There is a complete 
bibliography at the end of this chapter. There is a very 
interesting chapter on “Occupational Marks”. The authors 
give good advice in the section devoted to general methods 
of treatment; we thoroughly endorse their advice to use 
only the mildest of ointments and lotions. Trifling eruptions 
may be quickly changed to severe dermatitis by treatment 
with mercury, sulphur and many proprietary ointments. A 
timely warning is given about the use of antihistaminics 
in oimtments in acute occupational dermatitis, especially of 
the allergic type, as there is a considerable risk that the 
contact type of sensitization to the antihistaminics may 
occur. The final chapter on medico-legal aspects is excellent. 
This book still holds a preeminent place-in the literature 
relating to occupational disease of the skin. 


Gout. By John H. Talbott, A.B., M.D., D.Sc. (Hon.); 1957. 
New York and London: Grune and Stratton. 84” x 5”, 
BP ag with 63 illustrations and 16 plates. Price: 


Tus book is a complete textual revision of the author’s 
earlier work, “Gout and Gouty Arthritis” (1953). Dr. Talbott 
is a recognized authority on this disease, and writes from 
considerable clinical and investigational experience. After 
some introductory chapters on the history and incidence of 
gout, the eztiology is considered in some detail, and there is 
a particularly good account of intermediary metabolism of 
uric acid. Pathology is discussed briefly, and then the author 
devotes the remainder of the book to the clinical problem, 
its features, recognition and management. The section 
dealing with treatment is very detailed and most valuable, 
though salicylate is not given the full recognition it deserves 
in the therapy of this disease. The illustrations are very 
good, especially the numerous X-ray photographs of various 
bony lesions. 


This book can be described as an excellent monograph, 
clearly and concisely written, containing a balanced fund of 
information, which will be of great interest and value to all 
physicians and practitioners. 


Trophoblastic Growths: A Clinical, Hormonal and Histo- 
pathologic steer of Hydatidiform Mole and Chorion- 
epithelioma: By J. Smalbraak, M.D.; 1957. Amsterdam, 
London, New York, ‘Princeton: Elsevier Publishing 
Company. 8%” x 6”, pp. 342, with 6. illustrations and 
nine tables. Price: 72s. 


Ts first Dutch monograph on the subject of tropho- 
blastic growths is based on a review of cases treated over 
the last 26 years at the Utrecht University Clinic. 


In the first part of the book the author discusses the 
etiology, pathogenesis and symptoms of molar pregnancies, 
the significance of hormone production in relation to diag- 
nosis and the degree of correlation between trophoblastic 
proliferation and possible malignant development, and 
advances suggestions regarding the treatment, both surgical 
and non-surgical, of these neoplasms. Then follow detailed 
case histories of 74 patients, some of which call for footnote 
discussion. 


The second part déals in similar fashion with chorion- 
epithelioma, and the book concludes with a summary, a most 
comprehensive bibliography of we! literature, and a sub- 
ject and author index. 


The author reminds us that, sare the benign hydatidi- 
form mole shows a certain fixed pattern of histological 
appearance, malignant chorionic lesions reveal the anomalies 
and inconsistencies characteristic of these tumours, unique 
for their varying symptomatology, their occasional long 
periods of latency and their diverging conduct in biological 
behaviour, since sometimes they produce a considerable 
amount of hormone and at other times excrete no hormone 
at all. Some of the case histories illustrate the fact that 


scattered ectopic trophoblastic disseminations, by causing ‘ 








prolonged hormone excretion, can mislead the clinician and 
result in the unnecessary sacrifice of the uterus, unless 
serial quantitative hormonal titrations are performed and 
the results interpreted with caution; at the same time it 
must be borne in mind that negative reactions are not 
always definite proof of the absence of these tumours. Dr. 
Smalbraak repeatedly makes the point that, in the treatment 
of these tumours, removal of the ovaries must be considered 
a. serious mistake unless these organs are directly and con- 
vincingly involved in the process of chorionic dissemination. 
This view is based on the assumption that cestrogens inhibit 
the growth of trophoblastic tissue and is the rationale for 
the massive cstrogen therapy that is advocated. Whether 
or not the author’s opinions will compel universal approval, 
one cannot help being impressed by the soundness of his own 
knowledge and his objective evaluation of the work of 
others. 


In a field where unanimity of opinion has never pre- 
vailed, this up-to-the-minute survey of current knowledge 
will be extremely helpful to gynecologists and obstetricians, 
clinical pathologists and research workers, and should help 
to rationalize their approach to the elucidation of the prob- 
lems created by these rare and intriguing growths. Warm 
approval of the work is expressed in an introduction by 
the late Emil Novak—a fact which in itself constitutes the 
highest recommendation. 


Orthopedic Surgery in Infancy and Childhood. By Albert 
Barnett Ferguson, jnr., B.A., M.D.; 1957. Baltimore: 
The Williams and Wilkins Compan Ly. Sydney: Angus 
and Robertson, Limited. 10” x 7”, pp. 520, with 504 
illustrations. Price: £8 5s. 


ALTHOUGH this book is written principally by Albert B. 
Ferguson, junior, quite large sections have been contributed 
by others. The author in his preface indicates that he has 
set out to gather under one cover the many odd syndromes 
encountered in the practice of orthopedic surgery in child- 
hood. This he has done successfully up to a point, though 
there is some inequality of emphasis, and one is disappointed 
to find little reference to such common, if prosaic, problems 
as bow legs, knock knees and hallux valgus, or to leg 
equalization. 


The book is beautifully produced and illustrated. It is 
constructed with regional chapters on the foot, knee, hip, 
spine, neck and upper extremity, and general chapters on 
diseases of bone, muscles, nerves and malignant tumours. 
Each -chapter is subdivided into relatively few sections, 
which deal only with the problems commonly met. This 
avoids a tedious and compendious attitude. The authors 
have given a personal and practical and rather refreshing 
approach to the various subjects. This is, perhaps, particu- 
larly evident in the chapters on the foot and the spine. It 
is, therefore, the more noticeable that in some places 
descriptions of treatment are given which lack precision. 


There are, naturally, many points upon which opinions 
differ. One is surprised, for instance, to read that Osgood- 


‘Schlatter disease may be caused by disproportionate growth 


of bone and soft parts, or that Kéhler’s disease affects the 
six to ten years age group. 


This book has a definite appeal, but it is rather hard to 
define its sphere of usefulness. On the whole, it falls some- 
where between a text-book for students and a book of 
reference. For Australian conditions, it would find its 
greatest value as a book for consultation as required. 


Foot Troubles. By T. T. Stamm, F.R.C.S.; 1957. Modern 
Health Series. London: Gerald Duckworth and Com- 
pany, Limited. 73” x 5”, pp. 126, with eight plates and 
nine illustrations. Price; 8s. 6d. 


Tus little book is one of the Modern Health Series pub- 
lished by Duckworth’s. It is not a text-book on foot dis- 
orders, and it is written more for the patient than for the 
orthopedic surgeon. It describes, with good illustrations, 
the common abnormalities of the foot, and especially the 
conditions of foot strain and flat foot: The care of children’s 
feet and the whole a of footwear are thoroughly 
discussed. 


Treatment is considered mainly from the point of view of 
prevention. The choice of footwear and the place of foot 
exercises are carefully considered. Those conditions which 
require operation are mentioned, but no attempt is made to 
discuss surgical technique. 


The author is well known for his interest in the surgery 
of the. foot and for his contributions to our present under- 
standing of this difficult subject. What he writes is 
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authoritative, and it is especially valuable because it is 
written in simple form. Much of the writing on this 
subject tends to be confused. 


Those who suffer from painful feet, and wish to know 
the reason why, will find a great deal of interest here; but 
the book will be especially useful to chiropodists and prac- 
titioners with special interest in the care of their patient’s 
feet. 


Medicine for Nurses. By M. Toohey, M.D., noe epg D.C.H.; 
Third Edition; 1957. Edinburgh and London: and §. 
Livingstone, Limited. 83” x 54”, pp. 664, with tie illus- 
trations. Price: 30s. 


Tuis book is now appearing in its third edition. There are 
many excellent features; to quote some, the illustrations 
are well chosen and plentiful, both in colour and in black 
and white, and to press home salient features the author 
has made free use of cartoon-like sketches and drawings. 


The quality of the text leaves nothing to be desired. Dr. 
Toohey is concise in his descriptions of individual diseases, 
and the format of presentation is neat and well tabulated. 
Each chapter is prefaced by a review of the physiology and 
anatomy appropriate to the subject matter. The summary 
at the end of the chapter is well presented, and with this 
is a brief but pointed review of essential modern drugs for 
the diseases under discussion. The final chapter is a remark- 
able, up-to-the-minute review of modern drugs, their uses 
and their side effects. 


This book is an adequate guide for the lecturer to nurses 
ané a splendid text-book for student nurses. 

Fluid Balanee in Surgical Practice. By L. P. Le Quesne, 
D.M. (Oxon.), F.R.C.S. (Eng.); Second Edition; 1957. 
London: Lloyd-Luke (Medical Books), Limited. 84” x 54”, 
pp. 148, with 42 illustrations. Price: 20s. (English). 


THE second edition of this little book has been completely 
revised and brought up to date. The author ‘first reviews 
the physiology of fluid balance and then summarizes his 
own investigations into the effects of operation on water 
and electrolyte balance. Then follow practical instructions 
as to fluid management in uncomplicated cases and in those 
with preexisting deficiency of water, salt and potassium. 
Chapters are also udded to cover renal failure, effects of 
excess water and salt, nitrogen and caloric problems and 
fluid balance in children. 


The practical conclusion from these studies is that it is 
easier, and safer, to correct fluid imbalance before operation 
rather than afterwards, and that the use of the intravenous 
route is not a simple alternative to oral feeding. Intravenous 
therapy may’ be highly dangerous to the recipient in the 
few days after operation. ,The danger of overloading the 
patient with salt during this period is well known. Less 
well known is the danger of overloading him with simple 
glucose-water solutions. Post-operative deficiency of potas- 
sium salts has come to be recognized as common but avoid- 
able. The basic post-operative intravenous intake for an 
adult should consist of three litres of ‘water, 4:5 grammes 
of sodium chloride and 6-0 grammes of potassium chloride, 
except in the first 24 hours, when only two litres of fluid, 
without potassium, should be given. 


The author is to be congratulated on producing such a, 
concise and practical monograph on a difficult problem. The 
book can be recommended to all practising surgeons; and to 
surgical house officers, unless they are already well trained 
in this subject, it may almost be regarded.as essential. 


The New Public Health: An = er tom ange for Midwives, 
Health Visitors an@ Social Workers. y Fred Grundy, 
‘ .H.; Fourth Baition: 1957, London: 
Lewis and ‘Company, Limited, 83” x 54”, pp. 216, 
with 44 illustrations. Price: 18s. 


THe author’s previous work, “Handbook of Social 
Medicine”, and the present work, which grew out of it, 
enjoy great popularity in England, as witness the appear- 
ance of four editions in seven years, 


The change of title from “Social Medicine” to “New Public 
‘Health” seems a retrograde step, particularly as the author 
states in another work (“Preventive Medicine and Public 
Health”, 1951) that public health is indefinable. He now finds 
no difficulty in defining social medicine as “the common 
meeting place of preventive and therapeutic medicine, a 
borderland fringing medicine as a whole, a region where 
medicine merges with economics, sociology, ethics and the 
machinery of government”. This is precisely what “The 
New Public Health” is about, and as far as the “new” is 


concerned, the only novel feature is the relative up-to-date- 
ness of the description of current administrative practice; 
it will not be so for long. 

The first half of the book is devoted to administration at 
various levels in England, and is stated with great lucidity; 
unfortunately (or fortunately), little of it is applicable in 
Australia. The two best chapters are on “The Arithmetic 
of Health’ and “Transmissable Disease’; they could be 
read profitably by any educated person. 

The whole work might well serve to stimulate someone 
to produce an Australian counterpart, addressed not only 
to midwives, health visitors and social workers, as this one 
is, — also to a wider public, which should include school- 
teachers. 








Books Received, 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 





“Parasitology (Protozoology and rg in Rela- 
tion to Clinical Medicine’, by K..D. Chatterjee, M.D.; 1957. 
Calcutta: Published by the Sey distributed by Messrs. S. 
Bhattacharyya and Company, 50-2, Dharamatala Street, 
Calcutta 13. 99” x 64”, pp. 194, with 76 illustrations. Price: 
Rs. 12.50 in India. ‘ 

Intended as a book.of ready reference, dealing with the 
essential cnaracters of parasites infecting man, as well as 
the pathogenic effects and methods of diagnosis. 





“The Reticulocyte Reaction in Hypoxia of Short Duration”, 
by Krister Nordstrém; 1957. Helsingfors: Acta Medica 
Scandinavica, Supplement 326, accompanies Volume 158. 
93” x 7”, pp. 116, with 20 illustrations. Price: 45 Sw. crowns 
per volume. 

The problem studied in the investigation recorded here 
concerns “the sensitivity of the bone marrow with normal 
function to decreased oxygen saturation of the blood”. 





“Cerebral Lipidoses: A Symposium”, edited by J. N. Cumings, 

.D., F.R.C.P., and A. Lowenthal, M.D.; Chairman, L. van 
Bogaert, M.D.; 1957. Oxford: Blackwell Scientific Publica- 
tions. 9” x 5%”, pp. 214, with illustrations. Price: 42s. 
(English) 

Papers delivered at a symposium at Antwerp in 1955 on 
cerebral lipidosis and leucodystrophies considered from 
histological and biochemical aspects. 





“Clinical Pathology Data’, compiled by C. J.-Dickinson, B.A., 

.Sce., B.M., M.R.C.P., with a foreword by C. E. Dent, Ph.D., 
M.D., E-R.CP., F.R.LC. ; Second Edition; 1957. d: 
Blackwell Scientific Publications. 94” x 7”, pp. 120. Price: 20s. 
(English). 

A tabulation of normal values from various pathological 
investigations with their variation in abnormal conditions. 





“The Evolution of Medical Education in the Nineteenth 
Century”, by Charles Newman, M.D., F.R.C.P.; 1957. London, 
New York, Toronto: Oxford University Press. 834” x 53”, pp. 
352. Price: 30s. (English). 

Based on the Fitzpatrick Lectures delivered at the Royal 
College of Physicians in 1954 and 19565. 





“Anatomies of Pain’’,..by K. D. Keele, M.D., F.R.C.P.; 1957. 
Oxford: Blackwell Scientific Publications. 83” x 5%”, pp. 216, 
with 13 illustrations. Price: 27s. 6d. (Englis ). 

The author’s purpose is “to show how the changing ideas 
on the anatomical and physiological basis of pain have 
flowed as a continuous process from the most ancient 
medicine until the present day”. 





“A Doctor’s Book of Hours: Including Some Dimensions of 
the Emotions”, by Merril Moore; 1955. preteen: Charles 
C. Thomas. 9” x 6”, pp. 416. Price: $6.00 

The poems of an American medical man “written as a 
by-prodyct, from the clinic and consulting room”. 





“The Bright Sa naToe : A Personal Biography of Walter 
Morley Fletcher”, by Mai sie age gf 1957. London: Hodder 
and Stoughton. x 53”, Pp. , with several illustrations. 
Price: 25s. (English). 

The story of the first secretary of the Medical Research 
Council told by his wife. 
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THE “DE MOTU CORDIS” OF WILLIAM HARVEY. 





To mark the occasion assigned for a commemoration of 
the death of William Harvey on June 3, 1657, the Royal 
College of Physicians of London entrusted to Dr. Kenneth J. 
Franklin, professor of physiology at_Saint Bartholomew’s 
Hospital Medical College, the responsible and exacting task 
of translating into modern English from the original Latin 
text Harvey’s great work “An Anatomical Treatise on the 
Movement of the Heart and Blood in Animals”. The little 
book was indifferently printed and set up at Frankfurt, 
Germany, in 1628, and although it contained the. first 
systematic, lucid and logical demonstration of a complex 
and obscure biological phenomenon, it still had to wairc 
three hundred years for the true genius of its author to 
be fully recognized and appreciated. And so it was thought 
that the time had come for a,more precise analysis of the 
original text, as earlier English versions were not con- 


sidered accurate enough for the purposes of critical . 


historical and experimental work on the circulation. 


The “De Motu Cordis” must have been in preparation for 
more than twenty years before ending up eventually in the 
printing press. It was revolutionary in character and out- 
look, was printed in a language familiar to scholars in all 
centres of learning, and clearly revealed truths laboriously 
extracted from the closely guarded’ repositories of Nature, 
yet its immediate impact on the medical and scientific 
world of Harvey’s day was almost negligible. However, an 
unimportant Dutch edition made a fleeting appearance in 
1650, and we know that three years later an unknown 
scholar published the first English translation, which 
remained the standard work until Dr. Robert Willis, 
librarian to the Royal College of Surgeons for many years, 
made an English translation of Harvey’s works for the 
Sydenham Society in 1847, and this is the one with which 
most of us are familiar. It is notéworthy that there was 
no authentic foreign translation until a German edition 
appeared in 1878, and this was followed by translations into 
French (1879), Russian (1927), Danish (1929) and Spanish 
(19386 and 1948); and now we are fortunate to have 
Professor Franklin’s elegant and critical tercentenary 
volume which is likely to satisfy, all requirements for 
many years to come. me 56 
This - book, produced in an attractive, convenient and 
readable form, must be reckoned as outstanding in the 
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“republic of letters’, where Harvey modestly hoped it 
might be judged worthy of a place. But its true value to 
the medical profession is the historical connexion with a 
new philosophy which originated in the art studios, 
universities and medical schools of Italy in the first half 
of the sixteenth century. It consisted mainly in the doctrine 
that man is the servant and interpreter of nature, and that 
truth is not derived from authority. Furthermore, it 
depended upon a strict observance of a method of inductive 
reasoning in the interrogation of nature—by the accumula- 
tion and systematic analysis of isolated facts obtained by 
direct observation and experiment. 


The year 1600 may be conveniently accepted as marking 
the beginning of modern medical science, for in that year 
Dr. William Gilbert, who was president of the Royal 
College of Physicians, published his work on terrestrial 
magnetism and electricity, thus opening up a new approach 
to the physical sciences; while shortly afterwards another 
Fellow of the Royal College, William Harvey, clearly 
demonstrated a method of research to be followed in the 
biological sciences. And all this was accomplished with 
little assistance from the abstruse theoretical musings of 
Sir Francis Bacon, who was a contemporary of both 
physicians; yet he continued to write disparagingly of 
Gilbert’s preoccupation with the lodestone, and appears to 
have completely ignored or remained blissfully unaware 
of the experimental work being carried out and brought 
to full fruition—almost under his very eyes—by the man 
who was his personal friend and physician. 


In his less perplexing “True Guide to the Interpretation 
of Nature” (the Novum Organum, 1620), Bacon rightly 
observes that “some minds are stronger and fitter for 
noticing the difference of things; others for noticing their 
resemblances”, and both faculties would seem to have been 
happily combined in the intellectual equipment of Harvey. 
In chapter five of his book he tries to elucidate the 
mechanisms concerned in the cardiac impulse, and the 
following passage is taken from the new translation: 


“Tt also recalls that mechanical device fitted to firearms 
in which, on pressure to a trigger, a flint falls and strikes 
and advances the steel, a spark is evoked and falls upon 
the powder, the powder is fired and the flame leaps inside 
and spreads, and the ball flies out and enters the target; 
all these movements, because of their rapidity, seeming to 
happen at once in the wink of an eye.” 


In the course of time Gilbert’s treatise had its influence 
upon later discoveries which led eventually to the induc- 
tion. coil, Réntgen radiation, the electrocardiograph, radio 
transmission and nuclear physics. The ultimate effect of 
Harvey’s remarkable demonstration is impossible to 
estimate and must be left to the scientific imagination of 
modern cardiologists. 


Some day it might be found expedient to teach pre- 
clinical medical students how to read a book—according 
to the rules first laid down by an American scholar, 
Mortimer J. Adler.t No better exercise could be selected 
for practice in the art and science of reading and writing 
than the present admirable translation of one of the 
world’s greatest books by William Harvey. 





1“How to Read a Book:.The Art of Getting a Liberal Educa- 
tion”, 11th Edition, 1940, Simon and Schuster, New York. 
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Current Comment. 


THE USE AND ABUSE OF STEROID, THERAPY. 








It is curious that each new group of drugs which has 
appeared in the last twenty years has had a period of 
gross abuse in therapy. This has been seen with the 
sulphonamides, the antibiotics, the so-called tranquillizing 
drugs, and now the corticosteroids and drugs related to 
them. R. A. Kern’ has discussed the use and abuse of 
steroid therapy in allergic disorders, and much of what 
he has said applies also to the use of corticosteroids in 
other conditions such as rheumatoid arthritis and acute 
rheumatic fever. 

The anterior lobe of the pituitary produces several 
hormones, some of which stimulate other glands to per- 
form their functions. Thus the thyrotropic hormone 
stimulates the thyroid, the follicle-stimulating hormone 
and the luteinizing hormone act on the gonads; the 
adrenocorticotropic hormone (ACTH) stimulates the 
adrenal cortex to produce at least 28 steroid-substances, 
the functions of only some of which are known with 
certainty. It is now possible to give satisfactory replace- 
ment therapy to patients who have suffered the loss of 
the glands affected by the pituitary hormones. The basic 
principle of all replacement therapy is to give the least 
amount of hormone that will restore normal function. 
Excess will produce the conditions obtaining when a 
gland is over-acting. Now, in none of the many disorders 
in which steroid therapy has been used, except in 
deficiency of the gland, has there been shown to be any 
deficiency of output of ACTH or hydrocortisone, so that 
such treatment is not replacement therapy. Further, the 
therapeutic effects of steroid therapy are based on doses 
far beyond the amounts of these steroids normally present 
in the body, and therefore potentially dangerous. Any 
excess of a hormone has some effect on the normal 
endocrine glands of the recipient. The degree of effect 
depends on the size of the excess and on how long, the 
excess is given. In order’to maintain a normal level, the 
gland will tend to produce much less than normal. For 
example, when ACTH is given to a patient, his own 
anterior pituitary lobe produces less. If the dose of ACTH 
exceeds one unit a day, the pituitary ceases to produce 
ACTH, and if this is continued for more than a week or 
ten days, atrophy begins. At the same time the adrenals 
hypertrophy even to three or four times. the normal size. 
If the administration of ACTH is stopped, the anterior 
pituitary lobe gradually resumes its function. The adrenal 
cortex, now receiving only a subnormal stimulus, rapidly 
atrophies to a fraction of its normal size. A similar series 
of events occurs with the administration of hydrocortisone, 
only here the adrenal cortex stops functioning and 
atrophies. It is commonly believed that prednisone and 
prednisolone do not have this effect; but a five milligramme 
dose of one of these is comparable, not only in symptomatic 
effect, but also in production of glandular atrophy, with 
20 milligrammes of hydrocortisone. When the adminis- 
tration of the steroids has gone on for several years, as it 
often does, the adrenal atrophy may be extreme, and man- 
made cases of Addison’s disease are seen. While naturally 
occurring cases of Addison’s disease are rare, there are 
now thousands of cases of iatrogenic Addison’s disease. 
In such cases intercurrent infection is a most serious 
matter, and death can occur very quickly. That these 
excesses of steroids are being given with dire results is 
easily seen. While the adrenal glands normally produce 
25 milligrammes of hydrocortisone per day or less, a dose 
of 2000 milligrammes a day has been recommended for 
the treatment of asthma, and a dose of 4000 milligrammes 
a day in disseminated lupus erythematosus. 

The effects of corticosteroids are both good and bad. 
Fortunately, the good effects occur rapidly and the bad 
effects more slowly. The good effects are purely — 
tomatic; the steroids cure nothing. If the cause of th 
disease continues, the symptoms will recur as soon as the 


iTr. & Stud. Coll. Physicians Philadelphia, 1957, 25:8 (June). 





. 


treatment is stopped. Short-term steroid treatment, for 
ten days or less, is useful in many allergic conditions 
when the cause is known and can be removed. Topical 
application of the steroid does not. generally involve 
systemic effects and is therefore harmless, but if infection 
is’ present an antibiotic must be added. Certain acute 
infections threatening life and caused by known organisms 
for which there are available effective antibiotics, such as 
meningitis, pneumonia, miliary tuberculosis and typhoid 
fever, can often be treated with a steroid and an anti- 
biotic with much advantage; but the anti-inflammatory 
effect of steroids masks the symptoms of infection. Certain 
acute diseases of unknown origin, such as erythema 
multiforme, purpuras and lipoid nephrosis, react well to 
steroid therapy. For long-term therapy, the smallest dose 
that achieves results should be used and careful observa- 
tions made for untoward effects. It should be used only in 
those diseases for which there is no other- known help— 
and this does not mean “for which the physician knows 
nothing else to do”. 


Much has been written about the usefulness of prednisone 
and prednisolohe—they have had great boosts in popular 
publications. _ Nevertheless it is to be remembered that 
while they have the same anti-allergic, anti-inflammatory 
and anti-rheumatic properties as cortisone and hydro- 
cortisone, but in much smaller doses, they produce the 
same side effects, with the same frequency, as_ thera- 
peutically equivalent doses of cortisone and _ hydro- 
cortisone—in fact damage can ensue more insidiously, 
because they do not cause cdema. 


Kern gives some very good statistical evidence that 
prolonged steroid therapy in arthritics and asthmatics 
aged over 50 years should not be undertaken except upon 
truly urgent indications. The high and rising death rates 
from asthma and peptic ulcer in those over 60, since the 
inception of steroid treatment of diseases, call for serious 
consideration. 


fad 





MORTALITY FROM INFECTIOUS DISEASES, 





In 28 countries and territories comprising 564,000,000 
(one-sixth of the world’s population), mortality from 
infectious and parasitic diseases decreased by 50% between 
1950 and 1955, according to a statistical report recently 
issued by the World Health Organization. The number of 
lives saved- is almost 816,000, which is equivalent to the 

population of cities like Washington or Amsterdam. 


The report covers the following diseases: tuberculosis, 
syphilis, typhoid fever, cholera, dysentery, scarlet fever, 
diphtheria, whooping-cough, meningococcal infections, 
plague, poliomyelitis, smallpox, ‘measles, typhus and 
malaria. Of all the diseases, tuberculosis remains in the 
lead and accounted for three-fourths of all deaths due to 
infectious and parasitic diseases occurring after the age of 
15 years. The largest reduction in mortality from any one 
of. the diseases (63% reduction) took place in regard to 
whooping cough. In 1955, mortality from malaria in the 
28 countries was 31% less than in 1950. This shows the 
spectacular results already obtained in the battle against 
malaria, which, however, still threatens the health of 
almost. one-fourth of the world’s population. Poliomyelitis 
mortality diminished almost by one-half during this period. 
In the group of countries covered by the WHO report, 
deaths due to poliomyelitis were 3092 in 1955, compared 
with 5301 in 1950 and 6669 in 1952, a particularly bad year. 
Only mortality from measles and meningococcal infections 
did not diminish considerably during the five years under. 
review. In particular, measles still caused important 
epidemics. in 1951, 1968 and 1955. The report shows that 
Sweden, the Netherlands and Denmark, which in 1950 
already had the lowest rates of mortality from infectious 
diseases, succeeded..in cutting those rates by half during 
the period under review. 

Another section of the WHO report, devoted to the 
general vital statistics of 60 countries and territories 
between 1950 and 1955, shows that the main trends are: 
a@ sustained high birth rate, a stationary death rate and a 
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receding infant mortality rate. As regards infant mortality, 
considerable progress is recorded in a number of countries. 
In Sweden, where the lowest infant mortality rate in the 
world is registered, it dropped from 22-per thousand live 
births in 1951 to 17 in 1956. During the same period in 
New Zealand; the drop was from 23 to 19. In the Nether- 
lands it dropped from 25 to 19, in the United Kingdom from 
30 to 24, in Denmark from 29 to 25, in Finland from 35 to 
26, in Switzerland from 30 to 26, and in the United States 
of America from 28 to 26. 





EXHIBITION OF PHOTOGRAPHS BY EARLY NEW 
SOUTH WALES MEDICAL MEN. 





On October 18, 1957, at Kodak House, Sydney, the Vice- 
Chancellor of the University of Sydney, Emeritus Professor 
S. H. Roberts, opened two photographic exhibitions of 
medical interest. At these were displayed groups of photo- 
graphs that had been made almost a century ago. The 
photographs (or more correctly the original negatives) 
were the respective work of Professor John Smith, M.D., 
and Robert Ward, M.D. Professor John Smith, who was 
the first Professor of Chemistry of the University of 
Sydney, graduated in medicine in 1844 at Marischal College 
in the University of Aberdeen, although it is doubtful 
whether he ever practised in this country. Dr. Robert Ward 
was a well-known identity as the first practitioner north of 
the harbour. The name of a third and even earlier 
practitioner is recalled in one group of the Professor John 
Smith photographs, which relates to the family of Dr. 
James Mitchell, the father of David Scott Mitchell. 

The photographs at’ the exhibition, which was titled and 
organized by Mr. Keast Burke, B.Ec., of the Kodak 
organization, dated from the late fifties and early sixties 
and represented one of the largest collections of early 
amateur photography in Australia. The process used was 
that of the wet plate, a process which appears to have 
reached Australia about the time mentioned, superseding 
the daguerreotype, which was mostly practised in the 
studio. Professor Smith exhibited some of his photographs 
of the University under construction at a meeting of the 
Sydney Philosophical Society in December, 1858. It can 
be accepted as a fact that these two medical men played 
a prominent part in first popularizing the new invention 
as an amateur hobby. 





A RESIN COMPLEX FOR PROLONGED ANTITUSSIVE 
EFFECTS. 





Mvca# interest has been taken of late in the combination 
of drugs with other substances to produce control of a 
variety of clinical syndromes by means of sustained release 
of drugs over a period of some hours. The method most 
commonly used depends on the dissolution of enteric- 
coated granules of various sizes., This is not a very 
satisfactory method. A method ch would give a more 
or less constant release of an antiftussive drug over some 
hours would be very useful, particularly in the suppression 
of useless coughing during the night. 

Y. T. Chan and E. E. Hays' have used an entirely new 
method to obtain this effect. They used the principle of 
ionic exchange, whereby the active drug is released at a 
predictable rate in the presence of ions of the gastro- 
intestinal tract, irrespective of the location of the. drug 
complex. The drug used was dihydrocodeinone, because 
extensive studies have shown that it is very effective in 
relieving coughing, does not cause Significant mtention of 
sputum, does not interfere with expéctoration-and is free 
from undesirable side effects. 

The dihydrocodeinone is combined’ with plhenyltolox- 
amine-resin complex (“Histionex”). This complex was 
shown to liberate the active drug in the presence of ions 
in the gastric and intestinal juices at a fairly steady rate. 





1Am. J. M. 8e., 1957, 234: 207 (August). 


The phenyltoloxamine, an antihistaminic, potentiates the 
action of the dihydrocodeinone and is liberated from the 
resin complex at about the same rate. 


The complex was found to be fully effective in suppres- 
sing coughs, and patients reported that it was now possible 
to sleep all night. The activity lasts for eight to twelve 
hours, and while the hacking, non-productive cough is 
suppressed, the natural protection of the cough mechanisms 
is not completely abolished. Superior results followed the 
administration of the complex (equivalent to five milli- 
grammes of dihydrocodeinone) every twelve hours, to 
those usually obtained with the s#fhe amount of the drug 
taken every two to four hours. This opens up a field for 
the production of other complexes when prolonged action 
of a drug is desirable. 





FIRST STEPS TOWARDS A GENETIC CHEMISTRY. 





THERH has been increasing interest lately in the applica- 
tion of chemical methods to the study of genetics, and 
especially to the actual chemical basis of the gene. A 
series of six lectures were given on the Third Programme 
of the B.B.C. and recorded in The Listener in the numbers 
commencing February 14 of this year. In America, 
R. L. Sinsheimer,: Professor of Biophysics at Iowa State 
College of Agriculture and Mechanic Arts, has given a 
valuable general review under this title. He discusses, in 
particular, the role of deoxyribonucleic acid (DNA) in 
genetics. There are a number of pointers to DNA’s being 
of supreme importance in genetics, some authors even 
going so far as to identify it as the material substance 
of the gene or genetic unit. DNA, for example, has been 
found to constitute over one-half of the dry weight of the 
sperm head; the sperm being small and highly specialized 
to carry the genetic characters, it may be assumed that 
any substance in it not used for purposes of locomotion 
is intimately connected with genetic material. Within 
cells generally, DNA is confined to the chromosomes, and 
each body cell of the adult contains about the same amount 
of DNA, which is about double the amount in the gametes. 
This, of course, is to be explained by the gametes having 
the haploid (or half) complement of chromosomes, whereas 
the body cells are diploid. A substance suitable for the 
transmission of the hereditary characters must be very 
stable if the mutation rate is not to be high. DNA, indeed, 
is quite inert metabolically, and it seems that once an atom 
is incorporated in the DNA molecule it remains there. 
DNA probably has the structure of a two-ply helix, a 
structure first proposed by J. D. Watson and F. H. C. 
Crick? and apparently confirmed by other X-ray and 
structural evidence. Curious complementary structures 
along the helix have been noted; thus adenine is always 
opposite thymine, and guanine is opposite cytosine. The 
absorption spectrum of nucleic acid in the ultra-violet 
region closely resembles the ultra-violet action spectrum 
for the production of mutations by irradiation. More 
explicit evidence that DNA is concerned with genetic 
functions is given by transformation experiments under 
which pure DNA from donor strains with known bio- 
chemical properties is induced to enter living cells of a 
receptor strain. The receptor strain thereby acquires new 
genetic properties. DNA has also been shown by BE. 
Wollman and F. Jacob* and by P. D. Skaar and A. Garen* 
to be transmitted during bacterial mating. In all, the 
evidence is strong that DNA is important in heredity. 

Sinsheimer concludes his remarks by asking what lies 
in the future. There are many questions to answer. What 
is the structural difference between the DNA of two 
alleles? What other substances interact with DNA? How 
is DNA reduplicated? But “the gene, once a formal 
abstraction, has begun to condense, to assume form and 
structure and defined reactivity”. 





1 Sctence, 1957, 126:1123 (June 7). 

2? Nature, 1953, 171: 787. 

® Compt. rend. Acad. Sc., 1955, 240: 2449; 1956, 242: 303, 
* Genetics, 1951, 40: 596. 
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intellectual and social abilities up to the . for arthritis should be reviewed 
Abstracts from Medical three-year-old level and is aolaelag: with the patient at least every two 


- Literature. 


—— 


PHYSICAL MEDICINE AND 
REHABILITATION. 





The Pharynx in the Rehabilitation of 
Poliomyelitis Disabilities in the 
Cervical Area. 


J. F. Bosma (Arch. Phys. Med., June, 
1957) has investigated the importance 
of the pharynx in relation to rehabilitation 
of poliomyelitis disabilities in the cervical 
area. His observations are based on 
@ series of 47 patients. He states that 
the patency of the pharynx and the 
adequate performance of the mouth, 
rs) and larynx in doglutition, 
control of respiration and speech are 
essential objectives in rehabilitation of 
muscles of the hyoid and cervical area. 
If the rege attention is given to 
recovery of head support, these per- 
formances of the bulbar area may be 
impeded. Examination of the mouth 
and pharynx provides useful information 
regarding the function of the muscles 
supporting these organs, and also of 
displacements in general relations within 
the hyoid area. Radiological examination 
of the area during swallowing, speech 
and inflation manceuvres, after these 

cavities have been coated with radio- 
opaque material, provides further valuable 
information in this regard. The’ author 
describes in some detail the anatomical 
relations of the pharynx which may be 
disturbed, the ways in which the dis- 
turbance may come about, and methods 
of evaluating the bulbar impairment. 


Treatment of Lymphedema. 

G. K. Srmiwett, J. W. B. Reprorp 
anp F. H. Krusen (Arch. Phys. Med., 
July, 1957) present the results of studies 
on the treatment of lymphedema of 
the upper extremity following radical 
mastectomy in 16 cases. They state 
that the cedema can generelly be reduced 
by treatment in a section of physical 
medicine and _ rehabilitation. They 
describe a home-treatment programme 
that can be carried on by the patient 
without outside assistance. This was 
successful in producing and maintaining 
reduction of the w@dema in 11 patients 
who followed it closely, and in two of five 
patients who followed it only partially. 


Speech Deficiencies and Cerebral 
Palsy. 

E. J, LoRENZzE anp M, A. SoKo.orF 
(Arch. Phys. Med., July, 1957). have 
attempted an evaluation of speech 
deficiencies in cerebral The clinical 
material comprised 192 patients Gk 
boys .and 77 girls), of whom 162 
speech problems (87-9% of all boys mn 
79-83% of all girls). The ages ranged from 
one to 15 years. The authors conclude 
that the prognosis for the development 
of adequate speech on the three-year-old 
level, aside from content, is good when 
the delay in januunee development is 
due to mental retardation, aphasia, 
disturbances of perception, neuro-museular 
involvement in most cases, and deafness, 
on the assumption that the child develops 


ts doveioninens pr grater the 7 ao 


year-old level is poor for those children 
who show indistinguishable combinations 
of severe emotional disturbance and 
ges sovetcae The ote ae 2 for 
the improvement 8) juction 
is in direos ralstiobahip $0 gpa 
of the problem, but in general is better 
for children with dyslalia than for those 
with dysarthria, provided that the cause 
is determined and or 
training and tic measures 
are instituted. It is better in dysarthria 
than in dysrhythmia. In general, con- 
tinued improvement can be expected 
under and — neuro-muscular 
reeducation; but the need for con- 
tinuation of treatment may be determined 
by the total objectives for the patient. 


Effect of Short-Wave Diathermy on 
Peripheral Blood Flow. 

D. I. Apramson, A, J. Harris, P 
BEACONSFIELD anD J. M. ScHROEDER 
(Arch. Phys. Med., June, 1957) have 
carried out an investigation on 13 normal, 
healthy subjects aged from 23 to 50 
years, with two objects: (i) to determine 
whether or not diathermy applied in a 
manner similar to its clinical use would 
produce an increase in circulation in @ 
normal forearm; (ii) if this did occur, 
to locate the vascular bed or beds mainly 
responsible for the change. Details. of 
the procedures used are given. The 
authors state that the results of their 
study support the view that diathermy 
has a consistently potent vasodilator 
effect, and that at a bath temperature 
of 45° C.-the action is primarily upon the 
muscle vessels. Whether the same 
situation exists at a bath temperature 
of 32°C. cannot be stated conclusively, 
although there is some suggestive evidence 
in support of this view. The finding in 

about half the cases of & greater vascular 
parent to diathermy at a bath temper- 
ature of 45°C, than at 32°C. may have 
clinical implication and applications. 


Home Treatment in Arthritis. 


L. B. Parxcer anp L. F. BENDER 
(Arch. Phys. Med., June, 1957) have 
conducted a survey of arthritis patients 
in order to gain information which might 
sid in evaluating their programme of 
instruction in home treatment, and also 
shed. some light on why patients continue 
or stop their home treatment schedules. 
The patients comprised 18 men and 38 
women ranging in age from 11 to 71 
years, and they were suffering from 
rheumatoid arthritis and osteoarthritis. 
They had received adequate instruction 
in home treatment programmes. At the 
time of the interview, five patients had 
stopped treatment because of improve- 
ment in their condition. Of the remaining 
51, 27 were continuing te home 
treatment; but 24 patients who. needed 
physical therapy were not treating.-them- 
selves adequately. Six of these 24 had 
never started on their recommended 
home treatment ; eight had stopped home, 
treatment between two and four months 
after instruction. This-was a greater 
number sto treatment than in any 
other period. of time. The 
authors conclude that the home treatment 


months, One expects to reevaluate and 
: iodically pati with ott 
chronic diseases. patient with 


continue @ complicated home programme 
for long Rao A of time... Careful 
reinstruction, with all nents. additions 
to and deletions from the programme 
of home therapy, must be given at 
frequent intervals. 


Vital Capacity and Respiratory 
Muscle Function. 


C. W. Daw anv J. E, Arretpt (Arch. 
. Med., June, 1957) state that the 
iency of respiratory reserve, Sear, 
as & percentage of normal vital capacity 
is’ the integration of several 
which may include any of the following 
endurance and adaptation, 
limitation of lung movement, distribution 
pattern of muscle weakness, body position, 
presence of heart or lung disease, and also 
certain tec! considerations. Before 
vital capacity measurements can be 
usefully employed as guides in treatment 
and in the a of return of function, 
all these factors need to be evaluated. 
If this is not done, vital ca figures 
may be misleading. The authors state 
that they do not wish to give the impres- 
sion that the significance of the assessment 
of vital capacity is hopelessly complicated 
and that its use is therefore unpractical, 


On -the con v Ciiey gagand: 98 © 
properly 





valuable clini 2 
qualified, it expresses in @ quantitative, 
objective way conditions of the patient 
that might otherwise be a matter of vague 
medical opinion, 


Laboratory Studies in Occlusive 
Vascular Disease. 

J. J. Hacuu, T. O. Murray anp 
D. A. Ferprr (Arch. Phys. Med., August, 
1957). have studied, under controlled 
environmental conditions, the effect of 
generalized vasodilatation w digital 
pulse volume before and lumbar 
sympathectomy in — with occlusive 
vascular disease. They found a constant 
decrease in peripheral pulse volume in 
the sympathectomi limb__ after 
chemically and ~ thermall induced 
generalized vasodilatation. ir findings 
indicate that generalized vasodilatation 
may be detrimental to the ischemic 
sympathectomized ——— 


Body Position wii Respiratory 
Muscle Function. 

C. W. Dam anp J. E. Arretpt (Arch, 
Phys. Med., July, 1957) discuss the effect 
of changing the body to the erect position 
during the course of rehabilitation work. 
Their clinical, material comprised over 
1000 patients with respiratory muscle 
weakness following poliomyelitis. Obser- 
vations were also made of the 
of normal individuals. The authors state 
that, from the viewpoint of the effect of 
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to types of fare In the presence of 
lysis and weakness 
rare set it- is emily beneficial 
some ti of abdominal 
wipes oad tee in the erect 
position. Patients this assistance 
are apt to have severe trunk sgt de in 
addition to the breathing 
therefore bracing may pe iodioosed. 
When bracing is sufficiently strong to 
maintain the trunk, it may interfere with 
. The abdominal support has 
to be firm and rigid, and the brace may 
have to be extended to include the ribs. 
Freedom of rib movement is especially 
needed when there is considerable 
dependence on chest and neck accessory 
breathing. Early recognition of abdominal 
muscle breathing is important and easy. 
Patients depending on abdominal muscle 
are likely to have had polio- 
myelitis of the bulbar type, and conse- 
quently need support for the head. If 
trunk fixation for head support is 
employed, the su sepe port must not curtail 
the movement of the abdomen and thereby 
limit the range of abdominal movement. 


be Seach 


NEUROLOGY AND PSYCHIATRY. 





Stress and Psychiatry. 

H. SELYE (Am. J. Psychiat., November, 
1956) states that stress manifests itself 
as a definite  stereot: syndrome. 
Stress, however produced, elicits certain 
typical and specific changes in the body. 
It has a characteristic form but no 
particular cause. A state of stress can 
be recognized only by its manifestations— 
viz., & general adaptation syndrome. 
Experimental evidence is provided to show 
that the pharmacol of steroids is 
associated with mood c , somnolence, 
anti-convulsant and tranquillizing effects, 
muscular paralysis —— stress and inflam- 
matory diseases. Certain parallels are 
drawn between these experimental obser- 
vations and clinical experience ; the rest 
cure for infection is based upon the fact 
that the protection from stress is important 
in healing. It is suggested that during 
stress the anterior lobe of the pituitary 
has to secrete a great excess of ACTH 
in order to maintain life. The gland 
apparently cannot simultaneously produce 
gonadotrophic hormones. This has been 
referred to as ‘‘ stress-shift ’’ in anterior 
pituitary activity. There is evidence to 
show that this shift occurs in man, ~ 


Neurological Manifestations of 
Tumours of the Glomus Jugulare. 
R. G. Srexert (Arch. Neurol. ¢& 
Peychiat., July, 1956) discusses the neuro- 
logical manifestations of tum of the 
glomus jugulare in 33 cases, tissue 


comprising the glomus jugulare lies in the 
adventitia of the dome of the jugular 
bulb and within the temporal bone. The 
tumour can produce otological and neuro- 
logical signs, Progressive deafness, a 
bloody or peng Ps ote aural discharge 
and tinnitus are the commonest presenting 
. The neurological symptoms 
are due to involvement of the eighth, 
piece rey tite eh eg 
vertigo, hoarseness and hagia. Com 
monly the first involversent affects affects the 


middle ear, producing the loss of hearing ; 
then the growth extends laterally, 
destroying x ee out the tympanic 
membrane, appears in the auditory 


canal; or it may extend upwards in the 
Poe rtion of the temporal bone, 
into the mastoid and inferiorly 


into the posterior fossa, here involving the 
lower cranial nerves. and _ producing 
neurological signs. There are four clinical 
types of this neoplasm : (i) that producing 
aural symptoms only ; (ii) that producing 
aural symptoms first, with neurological 
symptoms developing years later; (iii) 
that in which neurological and aural 

symptoms arise together; (iv) that in 
whigh the neurological symptoms may 


appear first 


Long-Term Results of Lobotomy. 

N. L. Paun, E. FirzGeratp AND 
M. GreEensiatt (Am. J. Psychiat., March, 
1957) have carried out a five-year follow-up 
investigation of 116 chronic mentally ill 
patients divided into three groups, each 
of which was subjected to a different 
lobotomy procedure — full bilateral, 
bimedial or unilateral. Bimedial lobotomy 
was found to be superior to either of the 
other two procedures in the treatment of 
chronic mentally ill patients. ** Sig- 
nificant”? improvement at five years 
was found in 21 of the bimedial group ; 
the proportion was less in the other two 
groups. Also, at five years there was an 
improvement in-work adjustment over 
that observed at cne year, which was most 
evident in the bimedial group. The 
greater relief of anxiety, tension, hostility 
and disorganization at five years after 
bimedial operation emphasizes its thera- 
peutic superiority. The number of 
subjects who had had one or more 
convulsive seizures was greater at five 
years than at one year. However, only 
one person had had status epilepticus and 
this proved to be fatal. 


Failures in Psychiatry. 

N. Morean anp N. Jonnson (Am. J. 
Psychiat., March, 1957) state that a 
study at ‘the Warren State Hospital over 
a 40-year period demonstrated that 
patients who 30 not leave hospital within 
two years after admission have an almost 
negligible prospect of leaving thereafter. 
The study also showed that about 75% 
of all patients. admitted under the age of 
60 years home .within the first year, 
an additional 5% during the next year, 
and only 3% in all later years. The 
present report relates to over 2000 patients 
who had resided continuously in this 
hospital for more than two years. Factors 
were tabulated to learn something of the 
make-up of these chronically affected 
patients, and to estimate whether factors 
other than mental illness operated to 
keep them in hospital. Schizophrenia 
er for two-thirds of these chronic 

; organic psychosis accounted for 
posed one-half the balance; the rest of 
the patients were suffering from functional 
psychosis other than schizophrenia. From 
the iriformation available, it appeared 
that the chronically ill patient had a 
severe poverty of resources available to 
motivate him to return to community 
life and to help him to do so. Particularly 
was this noted in reference to family 
facilities and occupational capacities. 
This was in contrast with a group of 400 


patients who had remained out of hospital 
for more than one year; in this group a 
higher marriage rate was present and the 
educational and occupational level was 
higher. It would seem fruitful to direct 
the activities of the social worker toward 
improving family relationships. 


Cranial Nerve Syndromes in 

Naso-pharyngeal Malignant Disease. 

H. E. Rieas, C. Rupr, H. Ray anp 
J. C. Yasxrin (Arch. Neurol, & Psychiat., 
May, 1957) describe 11 cases in which 
cranial nerve palsies were an early 
manifestation of malignant disease of 
the naso-pharynx. Necropsy studies 
suggest that the involvement of the 
cranial nerves may result from subdural 
extension of the growth or from neoplastic 
infiltration of the subarachnoid space, 
as well as from involvement at the 
foramina of the skull, Cranial nerve 
lesions may also follow neoplastic invasion 
from sites other than the naso-p 
Pain or numbness of the face, diplopia 
and facial weakness were the most 
frequent complaints, Eighth nerve 
involvement was also common. 


A Programme for Sexual 
Psychopaths. 

D. LimperRmMan AnpD B. SrecaL (Am, 
J. Psychiat., March, 1957) report upon 
observations made over a two-year period 
relating to the handling of sexual psycho- 
paths in California. Sexual psychopathy 
is defined by law as (a) predisposition to 
the commission of sexual offences, 
(6) in a degree constituting the subject a 
menace to the health and safety of others, 
(c) with any of the following conditions— 
mental disorder or disorder (excluding 
psychosis and mental deficiency), psycho- 
pathic personality or marked departure 
from the normal mentality. The 
programme is administered by the State 
Hospital and divided into two major 
phases: (i) commitment for a 90 days 


. observation period, and (ii) commitment 


for an indeterminate period of treatment, 
The first phase determines whether the 
sex Offender is a sexual psychopath as 
defined by law. If he is found to qualify, 
and if he is likely to benefit by treatment, 
he enters the hospital on an indeterminate 
basis and becomes a treatment patient. 
Of the sex crimes perpetrated by 284 
patients studied during this two-year 

period, over 50% involved children under 
the age of 14 years. For the most part, 
this pedophiliac activity did not include 
sexual intercourse. During the period of 
observation, approximately half of the 
patients were selected to continue treat- 
ment in the hospital. The remainder were 
returned to court as either not being 
amenable to treatment or not fulfilling 
the criteria of a sexual psychopath, 
A seasonal incidence of sex offenders was 
also noted, with decreased admissions 
during the winter months. Of the 284 
cases, 70% fell into the neurotic group. 
The treatment laid emphasis on group 
psychotherapy with occupational and 
recreational opportunities. Three-quarters 
of the patients were discharged as 
improved. A follow-up study will be 
necessary. Preliminary studies indicate a 
low percentage of recidivism, On the 
average, it has been assessed that one 
person in 50,000 will be admitted each 
year for observation. 
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Brush Up Pour Wedicine. 


THE EARLY DIAGNOSIS OF STRABISMUS. 





It is still common for parents bringing for advice a child 
with a squint to state that they took the child to a doctor 
much earlier, but were told that it was better to wait until 
the patient was two or, perhaps, three years of age before 

‘ consulting a specialist, as he could not do much before 
then. This paper is desig#féd to show that this advice is the 
very worst that can be given. 

Although we may debate amongst ourselves many features 
of squint treatment, there are some truths about binocular 
function that are universally held to be valid by ophthal- 
mologists, even if some of them, like all truths, need 
reaffirmation and even rediscovery from time to time. First, 
visual development is far from complete at birth, so that 
vision expressed as acuity is only rudimentary at first. The 
optic pathways and retine are only just becoming 
anatomically complete. The ciliary muscle has not finished 
development, the lens is rounded and immature and 
accommodative power is lacking. Secondly, the eyes move 
in response to changes in posture, and move together (over 
a limited range), being linked by ancient and fundamental 
pathways, phylogenetically deep-rooted, which are the basis 
of orientation. Visual sensation plays no part in the linked 
movements of the eyes in the new-born baby. Thirdly, by 
the age of five years, visual function is completely 
coordinated and comparable with adult performance. By 
the age of eight years, qualitative changes in binocular 
coordination have ceased. 

Thus, between birth and the age of five years, binocular 
function is born, grows and reaches adult stature; few 
would contest the assertion that this process is the more 
rapid the younger the child. Progress from the bare ability 
to perceive light to fully developed coordinated function of 
12 extra-ocular muscles, keeping the eyes in invariable 
relationship one with the other when subjected to an infinity 
of demands, is a series 0. what can only be called miracles. 
When we consider that this progress must be produced by 
means of a combination of normal endowments and usage — 
a ‘series of conditioned reflexes—taking place against a 
background of vicissitudes, we can only wonder at its 
successful consummation in so many people, and at its 
relatively infrequent failure. The fact that squint is common 
enough is not surprising; after all, Pavlov’s dogs had to 
have a monotonous and invariable background in order to 
develop their peculiar skills, but the baby has a tumultuous 
one. In 15 months his postura} habits alone undergo rela- 
tively sudden and striking changes. Digestive disorders, 
teething troubles, assaults by immunologists and perpetually 
changing physical capacities provide a most inconstant 
background for the perfection of conditioned reflexes. Yet 
in most cases these reflexes are developed normally. 

The order of events is fairly certain and can be observed 
in great part. At first orientation is all-important. Each 
eye, however crudely it sees at the start, learns to work 
with the other eye. Because postural reflexes keep the eyes 
moving together, they learn to sée together, and the 
confusion of two images is avoided. Then retinal sensation 
begins to dominate the movements of the two eyes and takes 
over from postural reflexes, The extra-ocular muscles 
cooperate over a wider and wider range of movement, and 
long before the child can discriminate mentally or visually 
to any real purpose, this oculomotor control has become 
smoothly integrated. After this has been achieved (of 
course, it is a continuous process with no beginning and no 
end), the normal rise of visual acuity and accommodative 
power enables a higher and higher interpretative skill to be 
added, with a consequent refinement of accuracy in 
oculomotor coordination. 

When these things are borne in mind, it is easy to see 
that the causes of squints tend to fall into certain easily 
defined groups, and it is also easy to see that this must be 
so. When rising visual acuity and accommodative effort 
begin to be important around the three year old mark, 
squints will begin to appear for the first time, owing to the 
excessive demands being made upon oculomotor. coordina- 
tion. These are the squints associated with refractive error, 
anisometropia, hypermetropia, etc. In contrast to this, 
squints which arise at birth or in the first 18 months of life 
cannot often be due to such causes entirely, although they 
may exist as well and complitate the treatment; but they 
are usually due to anatomical defects in muscles, nerves, 


fascie or bones of the orbits. There are, of course, inter-. 


mediate cases, in which both types of cause may operate 
together, and in general, the earlier the origin of .the squint, 
the more the mechanical causes matter, and the later the 
onset, the more refractive and even psychological causes 
matter. 

Normal building up of binocular refiexes leads eventually 
to such fixity of function that the normal adult who 
acquires a squint is faced with disastrous diplopia. I? the 
deviation is not cured, this diplopia never completely 
disappears. But a squint which arises during the years of 
development gives rise to a diplopia which is the more 
transitory the younger the child. This diplopia never even 
exists if the squint is present from birth, and is very quickly 
inhibited up to the age of five years. 

If an adult has diplopia, he quickly seeks attention, and 
his problems can usually be solved by surgical intervention 
or by waiting for spontaneous recovery. The young child 
merely reveals a deviation and goes on quite happily without. 
confusion. * 

Such is the adaptability of natural processes and living 
things that a baby with a squint, though not capable of 


attaining normal binocular function, does develop some. 


binocular function by building up binocular reflexes upon 
an abnormal base. This is done by the perversion of 
anatomical gifts and physiological processes. The macula, 
anatomically specialized for high form acuity, can be used 
for such detail only if the eyes are normally coordinated. 
If they are not, one macula has to be neglected at any one 
time and another area used, which is not so endowed, in 
linkage with the macula of the other eye. Such a perverted 
linkage in its turn has to become fixed in order to provide 
a useful secondary binocular function, and in time such a 
state of perverted linkage becomes obligatory. The eyes 
are squinting, but used together. This is a much worse 
situation to attempt to cure than the situation where one 
eye is merely inhibited and not perverted. 

The causes of squint are numerous, and it is seldom that 
any squint has a simple uncomplicated cause. Causes 
operating from the beginning of life are more potent and 
dangerous. Examples of some of these mechanical defects 
have been given above. Marked differences in the size and 
shape of the globes themselves —refractive errors — may 
play some part in the early stages, and an unknown number 
of squints of early origin may be based upon temporary 
damage occurring at birth. We know that retinal and 
cerebral hemorrhages are very common in the new-born 
and it is easy to postulate the possibility of temporary upset 
of the oculomotor mechanism in this way to explain the 
origin of some squints whose causes may seem mysterious 
when they are considered after the passage of some months 
or years. Squints which appear at the age of two to three 
years for the first time may owe some of their causation to 
minor degrees of congenital handicap, which have begun 
to be insuperable only when the demands made by rising 
acuity and accommodative power have become too much for 
the binocular link. 

The appearance of a deviation in an eye provides us with 
an opportunity for diagnosis and identification of the cause 
of the squint, which should always be taken at the earliest 
opportunity. Quite apart from the importance of speed in 
cases in which the problem is purely a binocular one, squint 
may well be a symptom of disease of the eye, an indication 
of visual failure, or a sign of disease of the central nervous 
system. Retinoblastomata, congenital cataracts and retro- 
lentinal fibroplasia may be first diagnosed because of the 
appearance of sauint.. Craniopharyngiomata and intra- 


cranial disorders ranging from aneurysm to neoplasm may 


be the cause of squints in children as well as in adults. All 
these conditions should be diagnosed and treated early, and 
they are in themselves potent reasons why squint should be 
investigated quickly, particularly in infancy. 


On the other hand, a binocular defect can sometimes exist 
without the appearance of squint. It is not at all uncommon 
to find patients, often quite late in life, who have never used 
the eyes together, and who/’have never had a noticeable 
deviation, There will always be a certain number of such 
patients who slip through our fingers, because their parents 
never had any reason to suspect that their eyes were not 
coordinating, since there was no deviation. The reason 
why dissociation of the eyes does not always result in squint 
is that the" oculomotor balance is sometimes in perfect 
harmony and the basic deep-seated reflexes are superseded 
without stress. 

It is still slightly controversial to state that squint is 
always an “emergency”. While the general principles of 
the-handling of squint in older children and adults are on 
the whole well understood and well implemented by ophthal- 
mologists, there remain many — patients, whose binocular 
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defects reach back in origin too early into the period of 
development, and are too long established, to be completely 
cancelled by treatment. The handling of squint in infancy is 
not yet decisive enough, and ophthalmologists have not yet 
all faced the implications of what we know. Indeed, it is 
widely taught by the most distinguished that the age of 
16. months is early enough to undertake surgical measures 
in all cases, as the binocular reflexes are not very strong 
before this age and have not even then reached a high 
degree of fixity. This is the point where new thoughts are 
needed. While it is certainly true that these reflexes are 
not strong at 15 months, many of us think that it is already 
too late to achieve success in many cases. In all human 
affairs and activities the first steps are slow and matter 
most. The time between the first cave drawings at Lascaux 
and the first writing is very long, compared with the time 
from the first script to almost universal caligraphy, or the 
contrast between the many decades taken by Thomson and 
Rutherford to split the atom and the geometric progression 
of the developments in atomic power, or the time taken by 
every baby to mouth its first words compared with the rapid 
emergence of chatter once this has been achieved —all 
these illustrate this point. Manifestations of formed 
binocular reflexes are based on a slow but vital preparation 
of the ground. Again, the initial steps count most, and it 
is wrong to wait until the time when binocular function 
should be manifest to create the basis for it. 


It is true to say that for binocular development. lost 
opportunities do not recur. If a step is not made at the 
right time, it may never be made.at all. Amblyopia ex 
anopsia illustrates this rather well. It has two components, 
failure to develop visual acuity and loss of visual acuity 
already developed. Occlusion of the good eye at a later 
stage will bring back in the affected eye the acuity which 
was once developed but lost; but it will not re-create the 
undeveloped vision. Thus we find in practice that the acuity 
tends to remain at the level it should have reached when 
the interruption to development happened.- All our efforts 
and the efforts of the parents will not put back the clock 
and regain that lost opportunity. With amblyopia we know 
that the earlier the interruption, the more profound is the 
arrest of acuity; and as we all agree that the earlier a 
squint starts the more difficult it is to cure it, we can 
eonfidently apply the facts about acuity to other binocular 
functions. 

All this amounts to the inescapable conclusion that squint 
should be taken early, and that the earlier it arises, the 
more urgent is the need. 


To have an excellent chance of complete eure, a child 
of two or three years of age first exhibiting a squint should 
be placed on the necessary routine of occlusion, spectacles 
and, if necessary, operation within a very few weeks of the 
defect’s first being seen. In three months perversion of 
reflexes and bad habits can go a long way and be very 
stubborn. When we come to .the younger baby, the 
emergency is acute. We always have the initial period of 
uncertainty — all babies’ eyes deviate now and then in the 
first four months of life—and we are up against a téle- 
scoped time period for _perversion of reflexes... The truly 
congenital squint has a very. bad prognosis for functional 
cure. As most of these children have a mechanical basis for 
their defect, early operation is often needed; once vision is 
equal in the two eyes, and for a, variety of obvious reasons, 
it is difficult to measure the defect or even identify it with 
certainty in planning and performing an operation. Some- 
thing can be: done from the start to prevent amblyopia and 
perversion of reflexes by occlusion— sometimes alternate, 
once it is clear that the eyes are Ret working together; but 
the decisive steps have to. wait until some time between nine 
months and a year in most cases. This may already be too 
late for some; but 15 months is almost always too late in the 
truly congenital squint. Operation to correct an identifiable 
mechanical defect should always be performed as soon as 
the defect is identified. 

We must all strive to this end, and particularly are we 
dependent upon the family doctor for the early reference 
of patients. The ophthalmologist has passed from an atti- 
tude based on the aim of cosmetic cure of squint, albeit 
slowly and painfully, to the aim of functional cure; give him 
a chance to start sooner, and he may do a great deal more 
for these patients in the future than he could in the past. 

The most neglected group is the infantile squint; but 
the-same sense of urgency must be carried to those children 
developing squint at two, three or four years of age, cr 
indeed at any age. Children first developing squint after the 
first year of life have better chances for many reasons. 

causative factors tend to be slighter, they are more 
to and correction, spectacles tend to play 





a larger part and also methods of: treatment can be more 
varied and effective. In addition to occlusion to equalize 
vision, spectacles to correct refractive defects and operations 
to deal with mechanical restrictions, we can start to use 
orthoptic methods to encourage better binocular habits. 
But these methods deal only with bad habits. Useful as 
they are in older children, it is far more important to avoid 
the formation of bad habits by the earliest possible attention. 

Lastly, how does one diagnose early squint? The answer 
to this is, by following up mere suspicion immediately. 
Although all babies squint at times in the first four months, 
any constant or recurring deviation is abnormal. If a 
mother thinks her child has a squint, she is probably right, 
even if the ophthalmologist sees»nothing abnormal at one 
examination. Even where epicanthus seems to explain some 
of the alarm, there is often a squint as well. Once the 
suspicion arises from observation or hearsay, make sure, 
and do so at once. 

You will not be committing the patient to much more than 
a general anesthetic at worst. The operations are quick 
and not disturbing —far less serious than the removal of 
tonsils. The stay in hospital is seldom more than 36 hours, 
and there will be no pads and bandages. The preliminaries 
of diagnosis and occlusion are much more trouble to all 
concerned than squint operations on small children. 


JOHN ANTILL PoOcKLBY. 
Sydney. 





British Wedical Association. 





NEW SOUTH WALES BRANCH: SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on June 27, 1957, at the Robert 
H. Todd Assembly Hall, British Medical Association House. 
135 Macquarie Street, Sydney, Dr. EB. F. THomson, the Past 
President, in the chair. 


Skin Cancers. 

Dr. Davin L. Dey read a paper entitled “Skin Cancers” 
(see page 723). 

Dr. Corin K. HamMBLy read a paper entitled “Cancer of 
the Skin” (see page 723).- ; 

Dr. J. C. BEeLisario, in opening the discussion, said that in 
the main he agreed with what Dr. Dey and Dr. Hambly had 
said. However, there weré@few points on which he was at 
variance with them. For example, Dr. Dey had said that 
in his opinion there were only two methods of treating 
cancer of the skin—surgery and irradiation. It was obvious 
from that remark that he was not a dermatologist, who had 
half a dozen or more methods of treatment for cancer of 
the skin in his therapeutic armamentarium. Dr. Belisario 
said that he himself had seen excellent cosmetic results 
obtained in the U.S.A. with the use of the Post cautery alone, 
by Percy, Sutton, junior, and Jacobson. Dr. Belisario also 
disagreed concerning cancer over or involving cartilage; in 
those circumstances irradiation should always be the first 
method of choice because of the good cosmetic results, which 
were much superior to those obtainable by surgery, and in 
the very rare instances when failure obtained, resort could 
still be had to surgery. For those and other reasons, surgery 
was definitely not the over-all method of choice in the treat- 
ment of cancer of the skin. Concerning Dr. Hambly’s paper, 
Dr. Belisario said that he. had also seen diathermy alone 
used very successfully in the U.S.A., and had himself fre- 
quently used both the cautery and the diathermy to remove 
the main mass of a growth prior to using a single dose of 
X-radiation for small lesions (1600r to 18007r) with good 
cosmetic results. He agreed in general with Dr. Hambly’s 
dosage scheme, particularly with regard to fractionation. His 
own favourite routine for the best cosmetic effect was a dose 
of 45007 and occasionally 5000r delivered in 15 to 16 doses 
over 21 days (skin dose, half-value layer from 1-0 to 1°5 
millimetres of aluminium). . 


With _ regard to the taking of a biopsy from a pigmented 
nevus, Dr. Belisario said that it was the growing consensus 
of opinion now that such a procedure was quite safe pro- 
vided a microscopic report was made within 48 hours, even 
though on general principles it was better to remove small 
lesions: as a whole for examination, The procedure outlined 
saved many unnecessary mutilating removals and was par- 
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ticularly important in the treatment of lesions of the face. 
There was no reasonable proof, if any, that a single injury 
had ever initiated malignant change in a mole; such an 
occurrence was only assumption. Dr. Belisario said that he 
had questioned numerous authorities all over the world on 
that point, and had never found one who had actually seen 
malignant change initiated by a single trauma. In cases 
in which it was thought to have happened, he believed that 
the primary lesion had already become malignant before 
the biopsy. That opinion was supported by the findings of 
Becker (formerly of Chicago, now of Los Angeles, and a 


leading authority on the subject), who reexamined a number | 


of specimens of pigmented nevi, which were believed to have 
been benign when previous biopsies from them were 
examined microscopically, and in which malignant change 
with metastases had followed. In the light of newer, recent 
histological knowledge, he found that malignant changes 
were already present in all of them. 

Dr. Belisario went on to say that cancer of the skin was 
commoner in Austraiia per head of population than any- 
where else in the world. Its importance was shown by the 
fact that it comprised 50% of all cancers in Adelaide (Bull 
and Hanson) and 70% in Brisbane (Cooper), whereas in 
Texas, where the incidence was as high as anywhere in the 
U.S.A., it comprised only 33% of all cancers (Phillips). 
Skin cancer was greatly favoured by the carcinogenetic rays 
ot the solar spectrum whose wave-lengths lay between 2900 
and 3340 Angstrom units, and the number of sunshine hours 
(in which sky-shine, as distinct from sunshine, also played 
a role) rather than the intensity of the sunlight, was the 
important factor. That was supported by the fact that 
solar keratoses (the most frequent precursors of skin 
cancers) and cutaneous cancer had been found to comprise 
6% of all dermatoses in Wellington, New Zealand (Wallace), 
14% in Melbourne (Rosanove and Summons), an average of 
20% in Adelaide (Linn and Hackendorf), 32% in Perth 
(MacMillan), and 30% in Sydney (Belisario). Similar figures 
were not obtainable for Brisbane, because skin cancer cases 
unfortunately did not go through the skin clinics. It could 
be seen from the figures given that as the changes in 
latitude produced more sunlight hours, so did the incidence 
of skin cancer and precancer increase. Also cancer of the 
lip was ten times as common in Australia as it was in 
England (E. H. Molesworth). There again the influence of 
sunlight was seen, because of the greater number of sun- 
shine hours in Australia in comparison with England. Also 
it was commoner in outdoor workers, and if smoking played 
much, if any, part in the cause, one would expect the 
incidence of cancer of the lip to have increased propor- 
tionately with the increase of smoking (particularly in 
women) over recent years, as had the incidence of cancer 
of the lung, but there had been no increase in lip or even 
mouth cancer. Women rarely developed lip cancer, presumably 
because of their lesser exposure to sunlight, but more par- 
ticularly because of the light-screening effects of lipstick, 
as had been pointed out by E. H. Molesworth more than 20 
years previously. Skin cancers might take from 10 to 30 
years or longer to develop as a result of exposure to the 
sunlight. Actual heat played no part, as was evidenced by 
the fact that stokers on ships were rarely affected, whereas 
the incidence was high among deck-hands. 

Dr. Belisario then said that skin cancer could be directly 
produced by a single injury, but the injury, he believed, 
must occur on previously prepared or predisposed skin (e.g., 
from sunlight exposure). There was a further diagnostic 
measure used by Ronchese in the U.S.A. which was helpful 
in the diagnosis of squamous-cell carcinoma. When an 
ulcerated squamous-cell lesion was irradiated with a Wood's 
light, the ulceration fluoresced reddish-orange, whereas 
ulceration in other lesions was a purplish colour. Dr. 
Belisario agreed with Dr. Hambly on the importance of the 
diagnosis of keratoacanthomata; he also agreed that they 
were better treated for cosmetic reasons, and more par- 
ticularly if the patient lived in the country and could not 
remain under observation at intervals no longer than a 
fortnight in case of incorrect diagnosis. Those lesions could 
occasionally be confused with low-grade squamous-cell 
carcinomata, even by the most experienced histopathologists. 

With regard to treatment, Dr. Belisario said that the 
application of carbon dioxide snow and acetone slush was 
in his opinion the outstanding method for keratoses. Should 
there be any nodulation or thickening, that could first be 
flattened with a cautery knob. Liquid air, liquid oxygen or 
nitrogen could also be employed, but had no advantages: in 
his opinion over carbon dioxide snow and acetone slush. The 
snow treatment was less painful than the cautery or 
diathermy, healing was better on the whole, and the method 
was immeasurably superior to irradiation because (a) 
multiple lesions could be treated in a matter of minutes, 


(b) they healed in a matter of days compared with weeks 
after irradiation, (c) the cosmetic results were perfect and 
there was no risk of later telangiectasia such as followed 
irradiation, and (d) the treatment could be used as often as 
required on the same or contiguous areas without risk of 
later sequele such as could follow irradiation. Those com- 
ments also applied to multiple’ superficial basal-cell 
carcinomata and to Bowen’s disease. 

Referring to keratoacanthomata, Dr. Belisario said that 
he preferred to treat them by the method he had been using 
for over four years for treating early cutaneous carcinomata 
Keratoacanthomata could be removed fiush with the skin 
with a scalpel before treatment and sent for microscopic 
examination. In the case of suspected carcinomata, he took 
biopsies only of the clinically doubtful lesions, as they were 
so numerous, particularly in hospital clinics, that if biopsies 
were taken from all of them, the pathologist would have time 
for nothing else. The treatment he was. now using con- 
sisted of softening the main mass of the growth, under local 
anesthesia, with a cautery knob. The lesion was then 
thoroughly curetted until all friable soft tissue had been 
removed. The cautery knob was again applied jusi 


* sufficiently to stop bleeding, and the treated area was painted 


with podophyllin, 50%, in tincture of benzoin compound and 
covered with a strip of “Elastoplast” gauze. That was left 
in position for 48 hours, and after its removal an ointment 
ecntaining neomycin, 2°5 to 5:0 milligrammes per gramme of 
base, and 1% of hydrocortisone, was applied twice daily 
during healing. That ointment had the combined effect of 
greatly reducing the crusted reaction (as it did also with 
radiation reactions without reducing therapeutic effective- 
ness), preventing secondary infection, and also helping to 
control hypertrophic scarring which occasionally followed. 
In that way the final cosmetic effect was improved. In the 
unlikely event that hypertrophic scarring occurred, or if 
the tumour itself had destroyed sufficient tissue to leave a 
depression, that could be satisfactorily levelled off with a 
revolving steel-wire brush. The advantages of that methoa 
over all others were: (@) the cosmetic results were much 
superior; (b) the healing time was considerably shorter than 
that following irradiation; (c) the method could be used 
again in the uncommon event of marginal recurrence, with- 
cut danger of later sequel; (d) there was no later telan- 
giectasia, depression, pigmentation or atrophy, any or all 
of which followed even expertly given irradiation in a 
matter of 12 months or up to five or ten years later. How- 
ever, the method should not be used too close to the eyes, 
as podophyllin could cause severe conjunctivitis. In that 
respect he had recently been using “Synkamine” (vitamin 
EK) powder, which, like podophyllin, was an antimitotic agent, 
and the results appeared to augur well. The areas of 
predilection for irradiation, particularly if the cartilage was 
involved, in his opinion were the ears, nose and eyelids. and 
also the lips. X rays were to be preferred to radium for the 
eyelids, because the eye itself could be shielded, and also 
for the lips, because the rest of the mouth could be shielded. 

Dr. Belisario went on to say that for lesions in the scalp 
surgery was to be preferred, to avoid bald patches, which 
would follow irradiation. Also the back of the hand in a 
manual worker was best treated by surgery in case of later 
accidental trauma, which might produce a painful ulcer in 
a previously irradiated area. However, if irradiation was 
to be employed, for example, on the back of the hand or 
even the dorsum of the foot of a sedentary worker, a 
radium or radon mould was preferable to X-radiation, 
because the slow, continuous irradiation of the former was 
less likely to be followed by later sequele in those areas, 
which did not heal as easily or well as others after 
irradiation. 

A further method of treatment, which had found favour 
in the U.S.A., was Moh’s chemotherapy, in which dichlor- 
acetic acid followed by zine chloride fixative and a water- 
tight dressing was applied to a lesion. Each day, 1°5 milli- 
metres depth of tissue was removed and examined micro- 
scopically until no cancer cells could be seen. That method 
had been found successful in a large number of cases, 
particularly the spreading, locally malignant terebrant type. 
Vitamin K and splenic extract injections also offered hope 
as cancericidal agents, as did many others now under trial. 


Dr. Belisario said, in conclusion, that there was no single | 


treatment which, in the over-all picture, was best for all 
cancers of the skin. He also submitted, with all due 
deference to the specialties of radiotherapy and surgery, 
that the dermatologist was the best qualified, not only to 
diagnose, but tq treat reasonably early carcinomata of the 
skin, because after all they did occur in the region of his 
specialty. Moreover, he had considerably more methods of 
therapy at his command and the knowledge of which method 
would be best in any particular case, not only from the 
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curative but also from the cosmetic aspect. Nevertheless, 
he thought it most important that the dermatologist should 
collaborate with the deep radiotherapist and the surgeon to 
produce the best over-all results for the patient, and in 
that respect it would be most helpful if, instead of only the 
few failures of one of those specialties being seen by one of 
the others, the good results could also be exhibited between 
them. He firmly believed that they could each improve on 
their own respective Knowledge of the subject, in addition 
to providing the best available treatment for the patients. 

Dr. Belisario then showed a number of coloured trans- 
parencies, to illustrate the excellent cosmetic results obtain- 
able by X-radiation for carcinomata of the ears, eyelids, 
nose and face, and also the treatment of Bowen’s disease 
and early carcinomata generally with the podophyllin 
technique. 

Dr. L. A. Musso said that he wished to support the 
remarks of the speakers in reference to the histological 
examination of the lesions under discussion, at least in 
some cases. A good clinician might be able to diagnose with 
a reasonable degree of certainty about 80% of those cases, 
though in the remainder the clinical diagnosis was very 
difficult and the result was largely guesswork. Dr. Musso 
suggested that in those doubtful cases very valuable help 
might be obtained from cytodiagnosis. That was a simple 
procedure, and was capable of giving the diagnosis in some 
of the doubtful cases within an hour of taking the material. 
In cases in which the result was negative or the test was 
impracticable, or when histological confirmation of a cyto- 
diagnostic test result was desirable, histological examination 
of a suitable biopsy specimen was imperative. Dr. Musso 
said that he often had considerable difficulty, histologically 
speaking, in deciding between a squamous-cell carcinoma 
and pseudo-epitheliomatous hyperplasia, and in many cases, 
in his opinion, a firm diagnosis of squamous-cell carcinoma 
was not possible. However, a knowledge of benign dermato- 
logical lesions showing pseudo-epitheliomatous hyperplasia 
might classify some of those doubtful lesions, though in 
the remainder no diagnosis could be given. In the latter 
cases it would be of great help to all concerned if the 
clinicians were prepared to watch the lesions for some time 
to see if they regressed spontaneously. Finally, Dr. Musso 
suggested that the cases in which the diagnosis was doubtful 
should be referred either to a general pathologist with 
considerable dermatohistopathological training or to a 
dermatohistopathologist. 





Dut of the ast. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


FEMALE MEDICAL STUDENTS. 
[From the Australasian Medical Gazette, November, 1887.] 


THE Melbourne University Council at a meeting held on 
October 10 came to a decision respecting the question of 
mixed versus separate classes for female medical students. 
A number of proposals were submitted and negatived. 
Eventually Dr. Cutts suggested that a separate dissecting 
room and separate hospital instruction be provided for 
female students. 
veniences which could not be obviated by the exercise of a 
little tact and common sense. The course of instruction is 
to be in every respect the same as for male students. It is 
stated that the additional cost will be about £1000 a year. 
Dr. Cutts’ proposal was agreed to by 8 votes to 4. 


The authorities of the Melbourne University having 
enquired if the managers of the Alfred Hospital would 
establish a separate Clinical School for Female Students 
a counter enquiry was made as to the number of such 
students likely to attend. In reply the registrar stated that 
the number of ladies likely to attend the classes would be 
seven. It was resolved to refer the question of the admission 
of lady students together with the correspondence on the 
subject for the opinion of the Hon. Medical Staff of the 
institution. 


This, he believed, would remove all incon-: 


Correspondence, 


MEDICAL SHOCK: EMERGENCY TREATMENT. 





Sir: In contemplating such a condition as ‘medical shock” 
and the treatment of the emergency in a domiciliary and 
nocturnal contingency, one is conscious of the limitations of 
treatment in such circumstances. ; 

Intravenous infusions in these desperate situations are 
“out” and the movement to hospital mostly impracticable 
and/or inadvisable. To restore circulation is urgent and 
imperative and nor-adrenaline the medicament of choice; 
such being the case I have administered it intramuscularly 
in varying doses (0°5 to 2-0 cubic centimetres ‘“Levophed”), 
and am not aware that this is common or legitimate practice. 

I am conscious of academic reasons for delayed and 
irregular absorption, but from my limited experience believe 
the end justifies the means. 

Yours, etc., 

Kurrajong, A. A. LANG. 

Penshurst Street, 

Willoughby, 
New South 
October 21, 1957. 


Wales. 





THE BRITISH NATIONAL HEALTH SERVICE. 


Sir: Having read with sadness the stubborn policy of the 
Australian Labour Party to reproduce much of the British 
National Health Service here, I would like to tell of my 
impressions in general practitioner locums in England in 
1951-1952. 

There they have separated the general practitioner from 
the public hospitals and given him an income proportional 
to the number of patients on his lists, not proportional to 
work done. These two facts, added to overloading with 
paper work, have crushed all stimulus to give extra service 
to the patients. The result is the extraordinary sight of a 
surgery without any surgical instruments whatever, and 
medical standards where one returning principal was 
surprised to see his patient on digoxin. He thought it was 
a “powerful” drug which required stabilizing in hospital like 
insulin in diabetes. The surgeries were packed with people 
requiring certificates, and I did visiting rounds carrying a 
sheaf of papers, sometimes opening my instrument bag but 
once or twice per day. Spare time was almost nil. Anyone 
vaguely sick, boils and cuts, were referred to the hospital 
out-patient department. I found this apparently lazy habit 


soon became a_ necessary expedient owing to_ the 
unmanageably large numbers of patients on the doctor’s 


lists, forced upon him by the low remuneration per head, 
and the frequency of their demands upon his time. The 
community were far from satisfied with the long waits to 
get forms filled, the indifference and impersonal attitude of 
their doctors, and because of overwork, the delay in an 
emergency call. Refusal to go, of course, left the doctor 
liable to a fine. You may remember the case published in 
the British Medical Journal of the unfortunate practitioner 
who failed to answer an emergency call to a road accident 
when already summoned to a booked confinement. He had 
a considerable sum deducted from his remuneration. This 
system must inevitably lead to a lowering of general prac- 
titioner standards. 

The time-honoured family doctor-patient relationship must 
be preserved, and any lowering of the family doctor’s stan- 
dards must be to the detriment of the community, for it is 
he who makes the first diagnosis. In his keeping lies the 
soul of medicine, the milk of human kindness so necessary 
and so soured today. 

The way down for the general practitioner is already being 
laid here by the tendency to displace him from local district 
hospitals. Mrs. Smith’s doctor should continue to give her 
confidence by being able to look after her when she goes into 


hospital. The surgeon may be biased towards surgery, the 
physician towards conservatism; but surely her family 
doctor, and her family doctor alone, knows the factors 


involved in precipitating her ulcer crisis. He should have 
a sound consultant available when needed. Such a system is 
working satisfactorily at present, and no better one has yet 
been put forward. 

The well-degreed junior consultant should be encouraged 
to make a full life in the larger country towns where he is 
most needed, instead of regarding them as equivalent to 
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banishment to a Siberian salt mine. These, I believe, are 
the most likely group to fall starry-eyed for a nationai 
health service. I would welcome comments. 

I am sure my colleagues who have also looked back-stage 
on the British Medical Service will confirm my story, and 
could add tales of the frightening army of lay staff in the 
hospitals, and the surprising mistakes of over- specialized 
consultants of high local repute, mistakes rendered impos- 
sible by a preliminary grounding in general practice. 

We must stand together to give the community the best 
medical attention uncontrolled by politics. 

Are recent appointments to the board of directors of dis- 
trict hospitals political appointments, or are they respected 
local residents who have grown up with the hospital? 

The British have realized their mistakes. We must not 
allow them to be repeated here. 

Yours, etc., 





4 George Street, R. B. Cape. 
Hornsby, 
New South Wales. 
October 25, 1957. 
FLUORIDE AND DENTAL CARIES. 
Sir: In “Current Comment” (October 5, 1957), under the 
heading “Stomatology”, it would appear that a number of 


misleading statements were made in regard to fuoridation 
of communal water supplies. 

STATBMENT: “However, recent statistical analyses of 
certain figures produced in this field have indicated con- 
siderable doubt concerning some conclusions related to the 
amount of caries reduction. .. .” 

COMMENT: The recently published “Report of the Com- 
mission of Inquiry on the Fluoridation of Public Water 
Supplies”,) paragraph 100, reads: “We have examined the 
statistical evidence brought forward by the advocates of 
fluoridation, and the conclusions they have drawn from 
that material. We have also given careful consideration to 
the various criticisms advanced by their opponents both in 
verbal evidence and in exhibits, including the writings of 
Dr. Exner, Mr. K. K. Paluev (U.S.A.) and Dr. T. M. De 
Stefano (U.S.A.). We have found nothing to invalidate 
the statistics or cast doubt on their reliability. We are 
satisfied that the supporters of fluoridation have drawn the 
correct conclusions from the data and that the effectiveness 
of fluoride in reducing the prevalence of dental decay is 
established beyond all doubt.” 

STATEMENT: “. . . and some competent authorities doubt 
that the fluoride ion is actually the effective factor.” 

COMMENT: It is possible that in this statement the author 
is confusing fluoridation (where all competent authorities 
agree that the fluoride ion is responsible for the reduction 
in dental decay) and stannous fluoride used in a dentifrice, 
where it is believed that the stannous ion may play a part 
(N. D. Martin).? 

STATEMENT: “In November, 1956, the House of Delegates 
of the American Medical Association adopted a resolution 
stating ‘that there is a definite need for re-evaluation of the 
problem of fluoridation of water supplies at this time’.” 

COMMENT: The statement quoted above was contained in 
a report from the Reference Committee on Hygiene, Public 
Health and Industrial Health. The actual resolution reads: 
“That the Board of Trustees of the American Medical 
Association direct the Councils on Pharmacy and Chemistry 
and on Foods and Nutrition to conduct a joint study of all 
presentiy available information concerning the fluoridation 
of public water supplies and that a documented report of 
the findings, together with any recommendation arising 
from these findings, be presented to the House of Delegates 
at its meeting in Philadelphia in December, 1957.’" 


Comment. 
The following is an official statement released by the 
American Medical Association* in response to inquiries 
regarding its stand on water fluoridation: 


The American Medical Association has not changed 
its position on the fluoridation of public water supplies 
to prevent dental caries in children. 

The House of Delegates at its December, 1951, meeting 
unanimously endorsed the principle of fluoridation of 
public water supplies, and this position still stands. 

The action of the House of Delegates at its November, 
1956, meeting has been misinterpreted to mean that 


some change in the American Medical Association’s 
position has taken place; this is not the case. At that 
time, the House of Delegates directed the Association’s 
Council on Drugs and Council on Foods and Nutrition 
to conduct a joint study of all presently available 
information concerning the fluoridation of public water 
supplies and that a documented report of the findings, 
together with any recommendation arising from these 
findings, be presented to the House of Delegates at its 
meeting in Philadelphia in December, 1957. 


Yours, etc., 
L. R. A. WILLIAMS, 
Chairman, Dental Health 
Education Committee. 
Australian Dental Association, 
Victorian Branch, 
49 Mathoura Road, 
Toorak, S.E.2, 
Victoria. 
October 21, 1957. 
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Sir: In view of the uncertainty surrounding some aspects 


of the above topic, the following comments may be of 
interest. 

A recent publication, “Lectures on the Scientific Basis of 
Medicine”, volume 5, 1955-56 (University of London, the 


Athlone Press, 1957), is described in the British Medical 
Journal in these words: “The quality which distinguishes 
these lectures is that they deal with medicine as a science 

. and it is this quality which distinguishes the series from 
other annual volumes on medicine and makes the lectures 
so stimulating to the researcher, the teacher or the amateur 
of science.’ Chatper XV of the above book is entitled 
“Industrial Toxicology”, and its writer, M. W. Goldblatt, 
states on page 275: “That certain industrial poisons can 
affect complement, agglutinins, hemolysins and _ bacterio- 
lysins has been shown in respect of carbon monoxide . . 
{here follows a list of eight chemical substances] . . fluoride 
and thallium compounds.” In the chapter entitled — “Require- 
ments if Prevention of Chronic Toxic Effects is to be 
Attained”, seven requirements are set out (page 282): “In 
at least four cases, data are being sought: volunteers are 
also being fed diets containing lead or fluorides or other 
known toxic substances.” 

The above extracts are quoted to point out that M. W. 
Goldblatt has included fluoride in lists of toxic or poisonous 
substances. The literature contains numerous references of 
similar nature. However, the New Zealand Commission of 
Inquiry on Fluoridation, 1957, page 120, states: “Fluoride 
is a nutrient and is beneficial in proper amounts. In com- 
mon with many other foodstuffs it has adverse effects on 
the body when ingested in excess.” 

The writer has carried out tests which showed that 
fluoride at one part per million is capable of affecting 
bacterial growth under laboratory conditions. Any effects 
due to fluoride on bacteria in water do not appear to have 
been reported so far, though the connexion between bacteria 
in water and dental caries may not be so remote. Research 
work in hand by the writer aims at testing effects of fluoride 
on the physiology of human teeth. 

Effects of added fluoride intake on normal people under 
Australian conditions of life have so far not been fully 
investigated. It is then difficult, if not impossible, to fore- 
cast the possible effect of fluoride on sick Australians, from 
infants to aged folk, since knowledge of effects on healthy 
subjects is inadequate. 

Lastly, the resolutions concerning fluoridation passed by 
the National Health and Medical Research Council of Aus- 
tralia have evoked cautious comment in this Journal. 


Yours, etc., 
PauL PINCws. 
The Dental School of The University of Melbourne (The 
‘Australian College of Dentistry), 
193 Spring Street, 
Melbourne, C.1, 
Victoria. 


November 1, 1957. 
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Stawell Weapon in the Against 

d Cancer: The 4 MEV Linear Accelerator” (film and talk), Dr. 
IIRC . PEN " veanian 2 Ralston Paterson.1 Monday, December 9, at the Stawell Hall: 
ae SETS cw ESTERN AUSTRALIAN “Extended Operation for Alimentary Tract Cancer’, “The 
DIVISION). Second Look”, Dr. Owen H. Wangensteen.’ Wednesday, 
—— December 11, at 2.15 p.m., at the Maitland Lecture Theatre, 
Sydney Hospital: “Cancer Detection’, Dr. Owen H. 
Wangensteen.t Wednesday, December 11, at 8.15 p.m., at 
the Stawell Hall: “Intestinal Obstruction”, Dr. Owen H. 


Wangensteen.' Monday, December 9, at 5 p.m., at the 
Medical Societies. : 9 A ge ga By IP 


THE annual meeting of the Laennec Society (Western 
Australian Division) was held on October 15, 1957. Dr. 
Gilbert Troup was elected President and Dr. R. Lefroy was Wangensteen. Friday, December 13, at 1.30 p.m., at Royal 
reelected Secretary. Mr. F. J. Clark gave an address or prince Alfred Hospital: “Cisophagitis, Hiatal Hernia and 
surgical experiences an _tuberculosis in New Guinea, illus- Cardiospasm”, Dr. Owen H. Wangensteen. Sunday, December 

° trated with colour slides. 15, at 8 p.m., at The Royal Newcastle Hospital: “Intestinal 
oe Obstruction”, Dr. Owen H. Wangensteen. Monday, December 
16, at 8.15 p.m., at the Stawell Hall: “Is There a Place for 


Surgery in the Management of Coronary Artery Disease?”’, 
ost-Oraduate TGiork. Dr. “Owen H. Wangensteen. 


—_ (——————— 





‘THE POST-GRADUATE COMMITTEE IN MEDICINE IN 


THE UNIVERSITY OF SYDNEY. Congresses. 


ANNUAL SUBSCRIPTION CoURSE: COURSE IN SURGERY AND " ; 
CANCER. = INTERNATIONAL SOCIETY OF HAEMATOLOGY. 





A SHORT COURSE of lectures in surgery and cancer has been 

arranged around the visits of Dr. Owen H. Wangensteen, THE seventh congress of the International Society of 
Professor of Surgery, University of Minnesota, Director of Hematology will be held at the Palazzo dei Congressi EUR, 
the Department of Surgery and Surgeon-in-Chief, University Rome, Italy, from September 7 to 13, 1958. This meeting 
Hospital, Minnesota, Dr. Jacques Le Beau, Chief of the is open to physicians and scientists who are interested in 
Service for Neurosurgery, Neurology, Epilepsy and Neuro- blood and blood diseases. The programme is at present 
psychiatry of the H6pital Lariboisiére, Paris, and Dr. being assembled under the direction of the President, 
Ralston Paterson, C.B.E., M.C., F.R.C.S., F.F.R., Director of Professor G. DiGuglielmo. Those having research data in 
the Holt Radium Institute, Manchester. The programme is_ this field worthy of presentation should write to the 
as follows: Tuesday, November 26, at 8.15 p.m. at the President at the following address: Istituto di Patologia 
Maitland Lecture Theatre, Sydney Hospital: “Leucotomy by Medica, Policlinico Umberto 1, Roma, Italia. Those desiring 
Selective Cortical Undercuttings”, Dr. Jacques Le Beau. to attend or participate in the congress are asked to write 
Thursday, November 28, at 8.15 p.m., at the Stawell Hall, either to the President or to Dr. Sol Haberman, Secretary- 
145 Macquarie Street, Sydney: “Total Hypophysectomy in General, Western Hemisphere, Baylor University Hospital, 
Metastatic Malignant Disease’, Dr. Jacques Le Beau.' 3500 Gaston Avenue, Dallas, Texas, U.S.A. 

Monday, December 9, at 2 p.m., at St. Vincent’s Hospital, — 
Darlinghurst: “Is There any Indication for the Supraradical 1By arrangement with the New South Wales State Cancer 
Operation for Cancer of the Breast?”’, Dr. Owen H. Council, these lectures will be free to all medical practitioners. 














DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WE EK H NDED Oc CTOBER 26, 1957." 





New | | | - Australian 
Disease. South | Victoria. Queensland. South Western Tasmania, Northern Capital Australia. 
| Wales. | Australia. | Australia. Territory. Territory. 





Acute Rheumatism .. Pig 5(1) 1(1) 6(4) | 1 24 ; - a 13 
Amebiasis es a6 Ae are | oa a a - : a 
Ancylostomiasis " oe 2 ‘ 1 oz + as 2% se 3 
Anthrax ; ; ; re 
Bilharziasis 

Brucellosis 

Cholera 

pane (St. V itus) 


Dinehea (Infantile) +3 6(3) 7(7) Fe - “i .. 4 1 18 
Diphtheria : We Es a <i - | os < ‘ ; ; 
Dysentery (Bacillary) ne “= és } 1 ae | 2(1) = 1 A 4 
Encephalitis ; eo is 1(1) } i } ree ; ; i 1 
Filariasis aa | ~- - | _ | 

Homologous Serum Jaundice ; } o | - 

Hydatid on ak ne re - } ah i se .. ‘ 
infective Hepatitis “se ie 56(35) 20(8) és 11) | 5(5) ‘ Ss 82 
Lead a si ae os SS va | ee a “s cs ‘ zi 
Lepro se i Se s a we = os a 33 _ 33 
Lepbonpirosis es s ee ae ee 1(1) a4 | ev ‘ia - oa 1 
Malaria 3 Tr | 1(1 a ie | ‘a a Ke i 
Meningococcal Infection sie 22) | 841) | 1 a a : - 6 
Ophthalmia .. és oa aa ks ” ‘ “- 4 

Ornithosis ‘ - _ me } i no | - 

Paratyphoid .. a by a6 - . xm | 

Plague .. ‘ 


~~ 


Poliomyelitis .. x oe An na } ~ Pee , ‘ 
Puerperal Fever | es | 1 | i arn - “a ‘ea 1 
Rubella ae oe a 82(57) | 42(38) | 32(13) | 16(15) és a 3 175 
Salmonella Infection .. is ne — Js ‘a 1 3 - ee 1 
Scarlet Fever .. Sng a 14(7) | 25(22) ~ 1(1) 
Smallpox es ax ase als et = | jk 
Tetanus. . me a area - ‘a 1 1 aa ~~ re in 
Trachoma + aT ee eh *, id 9(6) ; 339 a 348 
Trichinosis ar <e Poe a nt = ae sec ate j - 
Tuberculosis .. os a 25(8) 23(19) 11(1)_ | 3(2) 12(9) 4(2) 2 aa 
Typhoid Fever = af, wy 1(1) ae + y is re: 7 1 
Typhus (Flea-, = and | 

Tick-borne) éact at ie re és | 
tT pe (Louse- borne) ibe | Pir | a | v 


low Fever .. 


tr 
@.- 
So: 


| 





1 Figures in parentheses are those for the metropolitan area. 
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jOublic health. 


POLICE OFFENCES (AMENDMENT) ACT, 1908, AS 
AMENDED, OF NEW SOUTH WALES. 


Tue Under Secretary, Chief Secretary’s Department of 
New South Wales, has requested that publicity be given to 
the following proclamation, which it is proposed to gazette 
on Friday, January 3, 1958, applying Part VI of the Police 
Offences (Amendment) Act to alphameprodine and certain 
other drugs, and also cancelling ‘part of a_ previous 
proclamation relating to meprodine. 


PROCLAMATION. 
K. W. STREET, 
By Deputation from 
His Excellency the Governor. 

I, Lieutenant-General Eric Winslow Woodward, Companion 
of the Most Honourable Order of the Bath, Commander of 
the Most Excellent Order of the British Empire, Companion 
of the Distinguished Service Order, Governor of the State 
of New South Wales and its Dependencies, in the Common- 
wealth of Australia, with the advice of the Executive 
Council, do, by this my Proclamation, declare that Part VI 
of the Police Offences (Amendment) Act, 1908, as amended, 
shall apply to 

Alphameprodine (d-1-methyl-8-ethyl-4-phenyl-4-propion- 
oxypiperidine), its salts and any preparation, 
admixture, extract or other substance containing 
not less than one-fifth per centum of Alphamepro- 
dine, 

Betameprodine (8-1-methyl-3-ethyl-4-phenyl-4-propion- 
oxypiperidine), its salts, and any preparation, 
admixture, extract or other substance containing 
not less than one-fifth per centum of Betameprodine, 

1 - [2 - (p-aminopheny]) - ethyl] - 4 - phenylpiperidine - 4 - 
carboxylic acid ethyl ester, designated also 1-[2-(p- 
amino - phenyl) - ethyl]-4-carbethoxy-4-phenylpiperi - 
dine, its salts, and any preparation, admixture, 
extract or other substance containing not less than 
one-fifth per centum of _ 1-[2-(p-aminophenyl)- 
ethyl]-4-phenylpiperidine-4-carboxylic acid ethyl] 
ester, 

in the same manner as it applies to the drugs mentioned in 
paragraph (a) of subsection (2) of section 18 of the said 
Act. 

That part of Proclamation published in Government 
Gazette No. 117 of 30th July, 1954, relating to Meprodine 
(B-1-methyl-3-ethyl-4-phenyl-4-propionoxypiperidine), its 
salts, and any preparation, admixture, extract or other sub- 
stance containing not less than one-fifth per centum of 
Meprodine is hereby repealed. 

Signed and sealed at Sydney, this sixteenth day of October, 
one thousand nine hundred and fifty-seven. 


By His Excellency’s Command, 
C. A. KELLY. 


GOD SAVE THE QUEEN! 





Mominations and Elections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Munro, Lyle, M.B., B.S., 1955 (Univ. Sydney), 179 Fox 
Valley Road, Wahroonga, New South Wales. 





Che Ropal Australasian College of 
JObpsicians, 


EXAMINATION FOR MEMBERSHIP. 





THB next examination for membership of The Royal Aus- 
tralasian College of Physicians will be held on the following 
dates in 1958: written examination (capital cities), Friday, 
April 18, 1958; clinical examination (Sydney), commencing 
on or about Monday, May 26, 1958. 

Application forms may be obtained from the Honorary 
Secretary of the College, 145 Macquarie Street, Sydney, 
and applications should be lodged with the Honorary Secre- 
tary not later than Friday, March 21, 1958. 


Deaths. 


THE following deaths have been announced: 
Crossp.— Walter Crosse, on October 8, 1957, at Brisbane. 
WaitT.—Leslie Proud Wait, on October 28, 1957, at Mel- 


bourne. 
ScHu.t.ter.—Arthur Schuller, on October 31, 1957, at Mel- 
bourne. 


Diarp for the Wonth. 





Nov. 18.—Victorian Branch, B.M.A.: Finance Subcommittee. 

Nov. 19.—New South Wales Branch, B.M.A.; Medical Politics 
Committee. 

Nov. 20.—Western Australian Branch, B.M.A.: General 
Meeting. 

Nov. 21.—New South Wales Branch, B.M.A.: Clinical Meeting. 

Nov. 21.—Victorian Branch, B.M.A.: Executive of Branch 

: Council. 

Nov. 22.—Queensland Branch, B.M.A.: Council Meeting. 

Nov. 26.—New South Wales Branch, B.M.A.: Ethics Committee. 

Nov. 27.—Victorian Branch, B.M.A.: Branch Council. 

Nov. 30.—New South Wales Branch, B.M.A.: Country Branch 


Meeting at Katoomba. 
i 


Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New Scuth Wales. Anti-Tuberculosis Association of New 
South Wales, 

Queensland Branch (Honorary Secretary, 88 L’Estrange 
Terrace, Kelvin Grove, Brisbane, W.1): All applicants for 
Queensland State Government Insurance Office positions 
are advised to communicate with the Honorary Secretary 
of the Branch before accepting posts. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 





Editorial Motices. 


Aut articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use otf 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully checked. 
In a reference the following information should be given: 
surname of author, initials of author, year, full title of article, 
name of journal, volume, number of first page of the article. 
The abbreviations used for the titles of journals are those 
adopted by the Quarterly Cumulative Index Medicus. If a 
reference is made to an abstract of a paper, the name of the 
original journal, together with that of the journal in which the 
abstract has appeared, should be given with full date in each 
instance. 

Authors who are not accustomed to preparing drawings or 
photographic prints for reproduction are invited to seek the 
advice of the Editor. 

Original articles forwarded for publication are understood to 
be offered to THE MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless suchenotification is received within one 
month. te 

SUBSCRIPTION RATES.—Medical students and others. not 
receiving THE MeppicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £5 per annum 
within Australia and the British Commonwealth of Nations, 
and £6 per annum within America and foreign countries, 
payable in advance. 
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